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ABSTRACT 
 
A Randomized Controlled Trial of Parent-Child Interaction Therapy with 
and without Incentives in a Community Mental Health Setting 
 
Lauren Borduin Quetsch 
 
Disruptive behavior disorders (e.g., oppositional defiant disorder, conduct disorder) are the 
leading cause of referrals for children in mental health settings. Significant advancements in the 
implementation and dissemination of evidence-based family therapies have yielded successful 
reductions in these problem behaviors while also promoting long-term outcomes. Unfortunately, 
effective interventions such as Parent-Child Interaction Therapy (PCIT) are plagued with high 
rates of attrition and low rates of homework completion in community clinics. The current 
research study focused on evaluating the use of low cost incentives to increase retention and 
homework adherence in PCIT for a sample of low income, largely Hispanic families. Eighty-four 
families were randomly assigned to two groups: PCIT as usual or PCIT plus incentives. Findings 
indicated no significant differences between groups in rates of attendance, homework 
completion, or attainment of therapeutic skill mastery or graduation from treatment. Significant 
within-group outcomes were found for child behavior problems, internalizing and externalizing 
child behaviors, and parental stress, but no between-group differences were detected. A cost 
analysis between groups also was not significant. Exploratory analyses were conducted on 
factors contributing to early termination from treatment, therapy attitudes, and barriers to 
treatment participation. These analyses found that families who terminated from treatment early 
reported more difficulties with their children refusing to come to sessions, children developing 
new or different problems since starting treatment, and partners disagreeing with going to 
treatment. Additional analyses compared Hispanic and non-Hispanic families. Implications and 
future directions using innovative approaches to address attrition are discussed.   
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A Randomized Controlled Trial of Parent-Child Interaction Therapy with and without Incentives 
in a Community Mental Health Setting   
Disruptive behavior problems (e.g., oppositional defiant disorder, conduct disorder) 
affect as many as 16% of American children (American Psychiatric Association, 2013) and 
represent the most common reason for referral of youth to clinical settings (Loeber, Burke, 
Lahey, Winters, & Zera, 2000; Sukhodolsky, Smith, McCauley, Ibrahim, & Piasecka, 2016). The 
presence of such disorders in early childhood has a strong association with future delinquent 
behavior including substance use, vandalism, interpersonal and romantic partner violence, 
delinquency, and academic difficulty (Blair & Diamond, 2008; Capaldi & Clark, 1998; Gau et 
al., 2007; Loeber et al., 2000). Young children targeted for treatment can have long-lasting, 
positive outcomes which reduce the likelihood of later delinquent behavior compared to children 
with disruptive behavior problems who are not treated (Eyberg, Edwards, Boggs, & Foote, 1998; 
Reid, Webster-Stratton, & Hammond, 2003).  
Evidence-based interventions provide effective forms of treatment for families of 
children with behavior disorders (Eyberg, Nelson, & Boggs, 2008; Ward, Theule, & Cheung, 
2016). While traditional methods of therapy once involved working individually with children, 
they demonstrated little evidence of success (Kazdin, 1988). Newer therapies, however, have 
incorporated the child’s parents into treatment and have shown efficacious outcomes (e.g., 
Parent-Child Interaction Therapy; Heinrichs, Kliem, & Hahlweg, 2014; Schuhmann, Foote, 
Eyberg, Boggs, & Algina, 1998). One of the most important factors for yielding family success 
in treatment is parental involvement (Kim, Munson, & McKay, 2012). Specifically, outcomes in 
family therapy can vary significantly depending on the family’s level of involvement, with 
greater levels of involvement yielding better outcomes (Chacko et al., 2009). A recent review of 
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randomized controlled trials indicated that most studies measuring family involvement focused 
on family attendance engagement and homework adherence in treatment sessions (Haine-
Schlegel & Walsh, 2015). Lower rates of homework completion have been highly correlated 
with a lower likelihood to graduate from treatment (Berkovits, O’Brien, Carter, & Eyberg, 2010; 
Danko, Brown, Van Schoick, & Budd, 2016; Lyon & Budd, 2010) while lack of attendance has 
been highly correlated with a continuation of parent stress and child behavior problems (Barrett 
et al., 2008; Lyon & Budd, 2010). Attendance and homework completion may serve as adequate 
measurements in identifying those at risk for terminating from treatment and not obtaining 
positive outcomes characteristic of evidence-based treatments. 
The present study addressed the high rates of family failure to adhere to treatment 
protocol in an evidence-based treatment for severe child behavior problems in a community 
mental health agency. Two versions of the parent-training program Parent-Child Interaction 
Therapy (PCIT) were implemented to compare outcomes related to family adherence to 
treatment. Families were randomly assigned to either PCIT implemented as usual or PCIT in 
which key components of the treatment were incentivized for the families. Families in the 
incentive group had the opportunity to receive prizes for attendance at therapy sessions, 
completion of weekly skill-building homework assignments, and mastery of therapeutic skills. 
Groups were compared on rates of adherence to PCIT components and measurements of 
treatment success, and a cost analysis of the incentive model was conducted. Lastly, variables 
related to attrition for the sample were explored. 
Attrition 
Although successful evidence-based treatments are becoming increasingly available to 
families of children with disruptive behavior disorders, many clients never complete the therapy. 
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Client attrition for psychological services has remained relatively high over time (28 – 75%; 
Barrett et al., 2008; de Haan, Boon, de Jong, Hoeve, & Vermeiren, 2013; Rogers, 1951). Even 
the advancement of community-based mental health clinics has not altered the rates of attrition 
throughout the years (Barrett et al., 2008). Reported attrition rates in family therapy cover a large 
range, but the National Institute of Mental Health estimated approximately 60% of families who 
initiate treatment terminate in the first few sessions (NIMH, 2001). An additional 20 – 40% of 
families drop out of treatment in follow-up periods (Cohen, Mannarino, & Knudsen, 2005; 
Flannery-Schroeder, Choudhury, & Kendall, 2005). Since many families who fail to regularly 
attend therapy continue to struggle with the problem identified for treatment, these numbers 
remain concerning for a large portion of families who need mental health services (Dumas, 
Begle, French, & Pearl, 2010; Lyon & Budd, 2010).  
Homework 
Homework is defined as assignments given to clients where they are expected to practice 
skills learned in session for skill acquisition (Kazantzis, Deane, Ronan, & L’Abate, 2005). 
Homework is a common component of therapy, and its use has been associated with beneficial 
treatment effects. Past research has shown that a therapist’s use of homework and a client’s 
adherence to homework in cognitive behavior therapy is associated with more positive treatment 
outcomes (Kazantzis, Whittington, & Dattilio, 2010; Mausbach, Moore, Roesch, Cardenas, & 
Patterson, 2010). Families in parent-training programs who completed more homework reported 
greater reductions in their child’s problem behavior compared to less adherent parents (Kling, 
Forster, Sundell, & Melin, 2010), had higher rates of satisfaction, and required fewer sessions to 
graduate from treatment (Danko et al., 2016). However, studies show that parents often complete 
only half of their homework assignments (Chacko et al., 2009). 
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Theory 
The high rates of therapy attrition and failure to complete homework assignments can be 
explained through the barriers to treatment theoretical model proposed by Kazdin and colleagues 
(Kazdin, Holland, Crowley, & Breton, 1997). The theory claims that families experience a 
number of barriers that may play a role in their ability to be involved with therapy over time. 
These barriers include practical obstacles, perceptions of the treatment, and the relationship with 
the therapist (Kazdin, Holland, Crowley, & Breton, 1997). The presence of barriers during 
treatment is believed to make a difference in family attendance above and beyond factors 
frequently measured in studies on attrition. Experiencing numerous stressors can interfere with a 
family’s ability to remain engaged (e.g., complete homework, attend treatment; Baker-Ericzén, 
Hurlburt, Brookman-Frazee, Jenkins, & Hough, 2010). Even when families are offered an 
evidence-based therapy that could reduce severe behavior problems in their children, more 
barriers have been associated with a family’s inability to continue treatment over time (Lyon & 
Budd, 2010).  
Parent-Child Interaction Therapy 
One of the leading evidence-based programs for young children (ages 2.5 – 7 years) with 
behavior problems is Parent-Child Interaction Therapy (PCIT). PCIT treats children’s disruptive 
behavior by guiding parents and caregivers to utilize play therapy skills and discipline strategies 
with their children (McNeil & Hembree-Kigin, 2010). Specifically, PCIT has two phases: Child-
Directed Interaction (CDI) and Parent-Directed Interaction (PDI). In the first phase of therapy, 
CDI, the caregiver learns positive relationship-building skills incorporated into a daily 5-minute 
play situation. Once caregivers have mastered the CDI phase, PDI is implemented. In PDI, 
caregivers issue developmentally appropriate, direct commands followed by reinforcement for 
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compliance (e.g., labeled praise, child-directed play) or issue a scripted time-out procedure for 
child non-compliance. Caregivers receive immediate feedback and coaching during the therapy 
to improve their skills. Feedback is given in real time to parents; clinicians sit behind a one way 
mirror to watch the parent-child dyad interact while providing feedback to the parent through a 
bug-in-ear system. In addition to practicing the skills in session, families are instructed to 
complete weekly homework sheets in which skills are practiced in the family’s home for 5 
minutes each day. Family practice is monitored through the completion of the homework sheets, 
and feedback is given based on issues that arise during in-home practice.  
Coding for parent-child interactions is conducted almost every session to provide 
feedback to parents about their progress toward achieving mastery. During coding periods, 
families are monitored for 5 minutes without feedback from therapists. During CDI, therapists 
code for the presence of positive skills including labeled praise, reflections, behavior 
descriptions, imitation, and enjoyment while also tracking avoid skills including questions, 
commands, and negative statements. To hit CDI mastery, caregivers must have 10 labeled 
praises, 10 reflections, and 10 behavior descriptions as well as less than 3 total questions, 
commands, or negative statements within the 5-minute coding period. During PDI, therapists 
code a caregiver’s ability to give effective commands with appropriate follow-through (e.g., 
waiting 5 seconds for compliance, giving labeled praises for compliance, giving warning 
statements, taking child to time-out). PDI mastery is obtained once a parent can give at least 4 
commands within 5 minutes where 75% of those commands are effective and 75% of the 
commands have effective follow-through. Families will graduate from PCIT once the family has 
achieved both sets of mastery and learned how to roll out appropriate PDI skills at home and in 
public. The level of mastery parents obtain as they progress through treatment is a unique 
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component of PCIT that distinguishes it from other parent training programs. As stated 
previously, families in PCIT cannot advance through treatment unless they have attained mastery 
(i.e., CDI, PDI). Families may learn the skills at different rates, but all families must reach 
mastery before they are allowed to graduate from treatment. 
Longitudinal studies of evidence-based treatments for families of children with behavior 
disorders, such as PCIT, report impressive success rates of around 80% (Eyberg et al. 2001; 
Gallagher, 2003). Research on PCIT has shown that the program increases positive parenting 
skills and child compliance rates, reduces levels of parenting stress, and significantly decreases 
child behavioral problems (Abrahamse et al., 2012; Schuhmann et al., 1998). The positive 
outcomes stemming from PCIT have also been shown to translate to the child’s behavior in 
school settings (McNeil, Eyberg, Eisenstadt, Newcomb, & Funderburk, 1991) and to siblings not 
receiving therapy (Brestan, Eyberg, Boggs, & Algina, 1997). Treatment gains such as a reduction 
in child behavior problems and an increase in positive parenting skills have even been shown to 
maintain in PCIT for six years (Hood & Eyberg, 2003). Unfortunately, the high success rates 
illustrated by PCIT are only demonstrated for those families able to complete the entire treatment 
protocol (Eyberg et al. 2001; Gallagher, 2003); families able to complete treatment have 
significant improvements in child behavior and life outcomes (e.g., success in school, reduced 
familial stress and disruptive behavior) compared to families who do not complete PCIT (Eyberg 
et al., 2008). Frequently, successful therapies such as PCIT have high termination rates (50%, 
Werba, Eyberg, Boggs, & Algina, 2006; 69%, Lanier et al., 2011) and low rates of homework 
completion for those that remain in treatment (39.1% – 77%; Berkovits et al., 2010; Lyon & 
Budd, 2010). 
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Attrition in PCIT. Although PCIT yields powerful outcomes for families who graduate 
from treatment, implementation of PCIT in communities has indicated that many families 
discontinue treatment before meeting criteria for graduation (Pearl et al., 2012; Stokes, McNeil, 
& Wallace, in press). Attrition in PCIT is defined as the discontinuation of treatment any time 
after attending the first therapy session and before completion criteria (stated previously) have 
been met (Fernandez & Eyberg, 2009). A review of the literature indicates reported attrition rates 
for PCIT have greatly varied across outcome studies. Implementation studies for PCIT in 
different countries including Norway and China (Bjorseth, Wormdal, & Chen, 2010; Leung, 
Tsang, Heung, & Yiu, 2009) typically report low attrition rates which range from 15% to 23%. 
U.S. samples report higher attrition rates in efficacy and effectiveness trials (McCabe & Yeh, 
2009; Pearl et al., 2012). 
Efficacy trials, which are largely conducted in university-based settings under highly 
controlled conditions, generally report higher attrition rates than international PCIT studies, but 
still remain relatively low, ranging from 27.5% to 36% (Abrahamse et al., 2012; Fernandez & 
Eyberg, 2009; Nixon, Sweeney, Erickson, & Touyz, 2003; Werba et al., 2006). Even with the 
control of efficacy studies, some research has reported attrition rates as high as 57% (McCabe & 
Yeh, 2009). Unfortunately, efficacy studies are limited in their capacity to determine a 
treatment’s level of impact in community practice settings (Nash, McCrory, Nicholson, & 
Andrasik, 2005). This can potentially overestimate client outcomes due to outside or external 
influences affecting treatment implementation (Nash et al., 2005).    
In effectiveness trials (often more representative of typical clinical practice settings; Nash 
et al., 2005), where PCIT is implemented in less controlled community agencies using 
community therapists, PCIT outcomes have shown lower family attendance and homework 
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completion than efficacy trials (Baker-Ericzén, Jenkins, & Haine-Schlagel, 2013; Haine-Schlagel 
& Walsh, 2015). Studies with U.S. samples have indicated attrition rates ranging between 60 to 
70% in PCIT families in these settings (Pearl et al., 2012; Stokes et al., in press). Frequently, 
these studies are tested in a mental health clinic, where dropout is high (Fowles et al., 2017). 
While researchers have hypothesized that home-based services lower attrition by reducing the 
number of barriers a family experiences to get to treatment, studies have indicated mixed results 
(Fowles et al., 2017; Lanier et al., 2011). Fowles and colleagues found that attrition rates were 
lower when PCIT was delivered within the home (Fowles et al., 2017), but another study 
comparing clinic and home-based PCIT services found no difference in attrition between groups 
(69% attrition rate; Lanier et al., 2011).  
High rates of attrition may be representative of barriers a family experiences in PCIT 
(Boggs et al., 2004). The barriers that may prevent regular attendance to a clinic for treatment 
include transportation (Boggs et al., 2004; Fernandez & Eyberg, 2009), parent dissatisfaction 
waiting for services to begin (Boggs et al., 2004; Werba et al., 2006), and the slow pace of 
treatment progression (Boggs et al., 2004). Moreover, families report that busy schedules and 
additional stressors interfere with continual treatment attendance (Fernandez & Eyberg, 2009). 
Irregularity of treatment attendance has also been predicted by parental factors of maternal 
distress (i.e., stress, depression; Werba et al., 2006), maternal stress (Capage, Bennett, & 
McNeil, 2001), negative maternal verbal behavior toward her child (Fernandez & Eyberg, 2009; 
Werba et al., 2006), low maternal intelligence (Fernandez & Eyberg, 2009), paternal hostility 
(Stoolmiller, Duncan, Bank, & Patterson, 1993), and low familial socioeconomic status 
(Fernandez & Eyberg, 2009; Reyno & McGrath, 2006; Werba et al., 2006). Some families also 
express unhappiness with the treatment approach which can reduce engagement and promote 
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early termination (Boggs et al., 2004). Studies investigating patterns in parents who returned for 
follow-up assessments after treatment completion were found to be older and have higher scores 
in intelligence measures than their counterparts who failed to return for follow-up (Hood & 
Eyberg, 2003). Yet, findings related to treatment completers may be unrepresentative of all 
families seeking treatment and generalization is cautioned. Predictors for family success in 
treatment include lower severity of child behavior problems and lower rates of maternal 
psychopathology (Reyno & McGrath, 2006).   
Inconsistent attendance and early withdrawal from mental health services do not allow 
for the successful outcomes otherwise viewed in treatment (Barrett et al., 2008; Lyon & Budd, 
2010). When families drop out of treatment, parenting stress levels and child behavior problems 
have been shown to remain (Boggs et al., 2004). When behavior problems remain or worsen over 
time due to early termination, families may view treatment unfavorably thus preventing them 
from seeking the services they need in the future. In turn, negative perceptions of therapy may 
limit future positive outcomes if families decide to pursue treatment again (Kazdin & Whitley, 
2006). 
Homework in PCIT. Homework is used in PCIT as a reminder for parents to practice 
the skills they learn in session (McNeil & Hembree-Kigin, 2010). Homework encourages 
caregivers to practice daily positive relationship building and maintenance (McNeil & Hembree-
Kigin, 2010) as well as consistency, predictability, and follow-through with their expectations. 
Moreover, homework aids with gradual generalization of skills outside of sessions and across 
settings (McNeil & Hembree-Kigin, 2010). Even with the number of benefits gained from 
completing homework, families in PCIT may complete homework at highly variable and lower 
than recommended rates (Danko et al., 2016). 
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While attrition has been largely studied in PCIT, studies on homework completion are 
less abundant. Families in PCIT have shown homework completion rates ranging from as low as 
0% to as high as 86% indicating high variability in the dose of treatment each family receives 
when involved in therapy (Berkovits et al., 2010; Danko et al., 2016; Lyon & Budd, 2010). The 
inconsistent levels of homework adherence could indicate significant variations in both quantity 
and quality of PCIT in each family. These differences can make it hard for researchers to 
understand why PCIT may not have worked for one family as lack of homework completion may 
confound other factors leading to family dropout if homework completion is not tracked. 
Additionally, families in PCIT may not regularly be completing homework over the course of 
treatment. Danko and colleagues (2016) found that all families in their study (both completers 
and dropouts) averaged 45% for homework completion.  
Trends indicate that families who failed to complete PCIT were less likely to complete 
their homework than families who graduated from treatment (Berkovits et al., 2010; Danko et al., 
2016; Lyon & Budd, 2010). Families in PCIT who complete treatment have been shown to 
complete their homework a greater number of times during a week (5 – 6 times), while dropouts 
were more likely to complete their homework 0 to 1 time each week. Homework may serve as an 
indicator for lack of family involvement and satisfaction, as parents with higher satisfaction 
ratings (Therapy Attitude Inventory) completed more homework (Danko et al., 2016). 
Incentives 
Given the high rate of family barriers interfering with mental health service delivery in 
outpatient settings, innovative methods may be necessary to decrease attrition and homework 
noncompliance. While previous studies have focused on factors specific to families that are 
highly correlated with low attendance or homework completion, many of these factors cannot be 
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changed during treatment (e.g., marital status, age, socioeconomic status) and therefore fail to 
produce an adequate solution to address the problem (Kazdin, Holland, Crowley, & Breton, 
1997). In line with the barrier-to-treatment theoretical model, researchers have instead urged for 
the research to shift focus on factors that can be addressed in treatment (Armbruster & Kazdin, 
1994; Kazdin, Holland, Crowley, & Breton, 1997). This shift places a greater responsibility on 
therapists and agencies to target concerns rather than placing emphasis on family characteristics 
or short-comings. One such method that has yielded success for individuals at high risk for 
nonadherence to treatment protocol (i.e., substance abusers) is the use of incentives. 
Incentives (e.g., contingency management) have been used in a number of ways to 
increase involvement in activities that may be difficult for individuals to initially start (e.g., 
mental health services; Ryan & Deci, 2000). Based on the principles of behavior modification, 
incentives are provided to clients when the target behavior is achieved, but incentives are 
withheld all other times (Bride & Humble, 2008). Incentives were used in this study as rewards 
contingent upon attaining a desired behavior in treatment (i.e., timely attendance, homework 
completion, attaining mastery criteria). Incentives have been used similarly and with successful 
outcomes in substance abuse research to increase behaviors in a population faced with a number 
of barriers.   
Incentives with substance abuse. A rich body of research on incentives in treatment has 
been conducted in the area of substance abuse. Incentives are given to increase behaviors such as 
attendance in therapy sessions or decrease problematic behaviors such as drug use. For example, 
Iguchi, Belding, Morrel, and Lamb (1997) incentivized opiate-dependent individuals with 
vouchers redeemable for retail goods. The researchers found that the drug users were more likely 
to complete individualized treatment components and have drug-free urine samples when given 
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vouchers (Iguchi et al., 1997). Other patient behaviors such as abstinence from substance use and 
modified verbalizations (e.g., identifying negative outcomes from drug use) were shaped with 
the implementation of incentivized treatment (Petry, 2000; Petry et al., 1998).  
In other studies done by Petry and colleagues, the researchers incentivized clean urine 
samples and attaining treatment goals targeted at long-term success (e.g., enrollment and 
attendance in Alcoholics Anonymous, improvement in relationships through scheduling positive 
activities) with opportunities to win “draws” from a prize bowl (Petry et al., 2004). Two hundred 
fifty slips of paper were drawn from a prize bowl with half the slips having no prize reward, and 
the other half having a prize reward ranging significantly in monetary value. Petry found the 
mystery prize bowl method to yield positive results (Petry et al., 2004).  
In another method, Pollastri and colleagues found that low cost incentives (i.e., calling 
cards or gift certificates) reduced unanticipated no-shows for appointments by approximately 
50% for 415 adults with a dependence on cocaine or opioids (Pollastri, Pokrywa, Walsh, 
Kranzler, & Gelernter, 2005). Incentives used with drug-abusers such as $3 gift certificates, 
vouchers exchangeable for goods and services, and take-home methadone doses were found to 
increase attendance for intake sessions, therapy appointments, and skill-based training programs 
(Carey & Carey, 1990; Chutuape, Katz, & Stitzer, 2001; Kidorf, Stitzer, Brooner, & Goldberg, 
1994; Silverman, Chutuape, Bigelow, & Stitzer, 1996). Giving incentives to clients exhibiting 
high-risk behavior can increase the likelihood of attending treatment and engaging in therapeutic 
activities.  
Incentives with family programs. Although incentivized treatment has been well-
studied with patients suffering from drug dependencies, a dearth of research exists on utilizing 
treatment incentives in family programs. Some limited research has shown the potential for 
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success utilizing this method (Hayes, Efron, Richman, Harrison, & Aguilera, 2000). Clients in a 
Hayes and colleagues’ study signed a contract stating their agreement to attend sessions and that 
if they attended four consecutive appointments, they would receive a $30 coupon (Hayes et al., 
2000). Although only three families were included in the study, all families significantly 
increased appointment attendance after the incentive was introduced after baseline. Expansion of 
this pilot study is necessary to determine if incentives work at a larger level for families with 
children who have behavior disorders.  
In a large study, researchers from Harvard University implemented incentive programs 
designed to bolster student achievement as measured by test scores, grades, literacy rates, and 
classroom behavior (Frye, 2011). Random assignment to reward programs was conducted in 43 
Dallas, 143 New York City, 17 Washington DC, and 70 Chicago schools. Reward programs 
varied from receiving $2 per book read to $25 – $50 per test completed, with prizes up to $100 
every two weeks, and up to $250 per report card (dependent on grades obtained).Working with 
families and children, Frye did not find powerful outcomes for academic achievement, however 
cash incentives used with families for children’s behavior and attendance did produce positive 
effects (e.g., Washington DC where students could earn up to $100 every two weeks). Frye 
concluded that behavior change can occur when desired behaviors are incentivized (rather than 
end products) as the specific actions are more likely to occur due to the immediate outcome and 
the action’s tangible nature (Frye, 2011). Positive outcomes found in family incentive research 
may yield the same results when expanded to evidence-based family-focused treatments.  
One older study also found significant positive effects for incorporating reinforcement 
into their treatment protocol such that targeted treatment goals were obtained (Eyberg & 
Johnson, 1974). The study evaluated the effects of a contingency management program on 
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parental cooperation (i.e., attendance, completion of assigned data, therapist ratings of 
cooperation) and treatment outcome (i.e., parental observation data, parental report measures, 
home and lab observational data) in family therapy for severe child behavior problems (Eyberg 
& Johnson, 1974). Manipulated contingency conditions included client fee, therapy time, and 
telephone time for four groups. Treatment was targeted for child behavior problems specific for 
each family. Although unique to each client, core components of treatment included principles 
based on behavior modification and social learning theory, defining the child problem 
behaviorally to the family, gaining baseline data, administering consequences to a child 
exhibiting the problem behavior, reinforcing the child when multiple days without problem 
behavior were present, and giving parents more control of designing, modifying, and tampering 
the treatment over time. All clients paid for 12 therapy sessions before initiating therapy, but the 
contingency group paid an additional 12 session fees which they were able to gain back (per 
session) through attendance and completing over half of the assignments given after each 
session. Moreover, these families were only allowed to attend therapy and receive telephone 
consultation if they completed assignments. Calls (three per week) and sessions (once weekly) 
were canceled with the failure to complete assignments. The researchers found that families in 
the contingency group completed more assignments, had higher cooperation rating by therapists, 
had more child problem behaviors treated than families assigned to the noncontingency group 
(Eyberg & Johnson, 1974).  
One limitation to the study by Eyberg and Johnson (1974) was the decision to exclude 
families who terminated early from treatment from the measurement of outcomes. While it is 
important to determine if contingencies increased treatment adherence, eliminating a large 
portion of participating families due to a failure to complete treatment potentially skewed the 
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outcomes and over-represented treatment effectiveness. Specifically, this study did not have a 
representative sample of participating families in outpatient community mental health agencies 
because all dropouts were eliminated from study participation. Remaining families in both 
groups represented a selection bias as they attended over 90% of scheduled therapy sessions. It is 
important to explore the most representative sample of families in outpatient care to better 
understand the issues that arise and determine effective evidence-based methods to increase 
treatment adherence and the chance each family will be successful. 
Concerns about incentives. Some concerns remain related to attrition and treatment 
incentives. Specifically, one concern focuses on if incentives drop too low in monetary value. A 
few studies have shown that if an incentive is too low, the effectiveness of the incentive is lost 
(Silverman, Chutuape, Bigelow, & Stitzer, 1999). Sacks and colleagues found that low-level 
incentives ($10) for mental health visits did not increase low-income, pregnant women’s 
likelihood of attending treatment for depression (Sacks, Green, Burke, & Owen, 2015). Quality 
of mental-health services was not detailed in the study leading to the possibility that evidence-
based, short-term treatments were not used. Therefore, the lack of improvement may have led to 
dropout. In turn, many of these mothers already had children and therefore going to treatment 
without childcare may have been a major barrier. In another study, Silverman and colleagues 
(1999) exposed methadone patients to three voucher-based programs where they could earn $0, 
$382, or $3,480 for producing cocaine-free urine samples during mandatory testing. Significant 
effects were found in which increased voucher magnitude was associated with increased length 
of time abstinent and number of drug-free urine samples produced (Silverman et al., 1999). In 
this sample, individuals had already undergone a voucher-based treatment in which they had 
failed to produce drug-free urine samples (vouchers totaling $1,155). These individuals in 
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smaller voucher-based groups may not have been motivated by lower costs due to previous 
exposure to incentivized treatment. However, these results for low-level incentives are 
inconclusive as small incentives have been shown in more recent studies to make clinically 
significant change with as little as $15 in vouchers per week for clean drug tests (Iguchi et al., 
1997; Petry et al., 2004). Results remain mixed for low-rate incentives for drug-users, and this 
pattern remains for research outside of abstinence-based programs.  
A second major concern has been raised for the effectiveness of incentives in non-drug-
based programs. For example, Dumas and colleagues examined parental involvement in an eight-
week parent-training program intended to increase positive parent-child interactions (Dumas et 
al., 2010). This eight session prevention program was incentivized with $3 rewards given for the 
first two sessions, while future sessions steadily increased in monetary value with the last two 
sessions reaching $15. Dumas and colleagues (2010) found that incentivizing attendance 
encouraged a number of parents to sign up compared to non-incentivized families, but it did not 
have a significant effect on attendance in the sessions between groups. To understand the lack of 
findings in this study, it is important to note that research on universal preventative care has 
shown historically low rates of attendance and enrollment (Baker, Arnold, & Meagher, 2011). 
Families not in crisis may lack motivation to seek or remain with services. Furthermore, since 
starting incentives were low, incentives may not have provided enough motivation for families to 
remain throughout the program. Findings from prevention programs may not apply to treatments 
for children with behavior disorders as monetary incentives may be the only motivator for 
prevention attendance. Comparatively, families with children experiencing severe behavior 
problems may be motivated by the significant stress to attend the first few sessions of treatment 
before requiring an additional incentive to remain in therapy. 
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A third concern in the literature is that the inclusion of incentives removes a client’s 
intrinsic motivation to engage in therapy and that this may have a negative impact for the 
development of therapeutic skills (Kohn, 1993). While this argument has been raised, recent 
research has not found this outcome to be true (Heinrichs & Jensen-Doss, 2010). In looking at 
outcomes in a preventive parenting program, Heinrichs and Jensen-Doss (2010) found mixed 
results for parenting skills for both parents paid and unpaid for attending therapy at 1 and 2 years 
following the original assessment. The researchers argued that incentives had no impact on client 
outcomes and instead, incentives attracted families who may not have otherwise engaged in 
services therefore providing services to a greater range of families (Heinrichs & Jensen-Doss, 
2010).  
A fourth concern is the use of a practices that were once acceptable in older research, but 
may now present as ethically problematic and would not likely be replicable in current clinical 
and research practices. Specifically, in Eyberg and Johnson’s work (1974), researchers refused to 
speak to or provide treatment to a client due to a failure to complete homework assignments. 
This action may now been seen as a significant concern as it may place a family’s health at risk. 
Creating a more ethically sound solution such as incentivizing desired behaviors (e.g., homework 
completion, attendance) is needed for the ultimate goal of increasing family success in treatment.  
Cost of incentives versus cost of attrition. One additional concern for agencies when 
implementing incentives may be the direct cost of the rewards. Large cuts in the federal budget 
to mental health care services in recent years have had severe consequences on the utilization of 
community mental health agencies and their revenue (Honberg, Diehl, Kimball, Gruttadaro, & 
Fitzpatrick, 2011). For example, the cuts from the government reduced services Medicaid-funded 
individuals could utilize; these cuts led to a greater number of mental health care agencies no 
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longer being able to take Medicaid-funded clients (Honberg et al., 2011). Reasonable concerns 
may arise related to incentives as further costs to the agency could have significant detrimental 
effects on staffing, building maintenance, or therapy materials. In order to justify dedicating 
expenditures on incentives, research demonstrating the positive outcomes is necessary.  
Due to the negative consequences that can occur from children who remain untreated 
such as academic problems, substance dependence, or reliance on mental health services as 
adults (see de Haan et al., 2013, for a review), it was believed that the reduction of early 
termination from treatment such as PCIT would result in more cost effective care. Not only do 
many families who drop out of therapy experience direct negative outcomes, but the failure of 
the families to complete or attend therapy can have detrimental outcomes to the community 
mental health centers as well (Barrett et al., 2008). Failure of a client to attend therapy prevents 
staff from being able to charge for that session as no-shows and last minute cancellations prevent 
staff from filling the session time. Since attrition rates are high, this continuous occurrence can 
place strain on many community clinicians. Missed appointments can limit billable hours, reduce 
staff salaries, prevent other families in need from attaining treatment, increase waitlist times, and 
with continuous attrition, can dampen staff morale and increase turnover (Joshi, Maisami, & 
Coyle, 1986; Klein, Stone, Hicks, & Pritchard, 2003). Over time, families may develop a 
negative perception of both the agency and therapy in general if their children’s behavior 
problems are not remedied. Increasing client engagement and success is imperative to a 
productive and effective community mental health system.      
Purpose of the Study 
Only 20 percent of families in need of mental health services are targeted and receive 
treatment every year (U.S. Public Health Service, 2001). Of those who seek services, the 
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majority drop out of treatment in the initial sessions (NIMH, 2001), with a significant portion 
terminating treatment early over the course of an intervention (Cohen et al., 2005; Flannery-
Schroeder et al., 2005). Effectiveness studies evaluating PCIT implementation in community 
settings demonstrate concerning attrition rates as high as 70% (Lanier et al., 2011; Pearl et al., 
2012; Stokes et al., in press). There is a need for evidence-based retention strategies throughout 
the course of PCIT (Fernandez & Eyberg, 2009). Failure to address this continuing problem will 
result in unsuccessful treatment of families, poor outcomes for children with behavior problems, 
further costs associated with the poor life trajectories of these children (e.g., incarceration, no 
long term employment), and lost income for mental health facilities (Capaldi & Clark, 1998; 
Garfield, 1994). The goal of this research study was to determine if treatment incentives would 
increase family adherence to treatment (e.g., timely session attendance, homework completion) 
and success of families (e.g., CDI and PDI mastery, lower child behavior problems, lower 
parental stress) in PCIT, as well as increase the cost effectiveness of this intervention within a 
community-based mental health system (Abrahamse et al., 2012; Schuhmann et al., 1998).  
The present research evaluated differences between PCIT implemented as usual 
compared to PCIT with incentives in a community mental health agency. Families in this study 
were representative of a lower socioeconomic status in a community sample. Families in the 
incentivized group received rewards (i.e., mystery prize bags) for PCIT components that 
addressed both involvement and success, such as treatment attendance, homework completion, 
and milestone attainment. These variables were measured throughout the course of treatment to 
determine if differences arose between groups. No researchers have previously attempted to 
incentivize components of PCIT (e.g., homework, attendance) in a restricted randomized 
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controlled trial with a large number of clientele. The present study could have important clinical 
implications for decreasing attrition in PCIT and other evidence-based interventions. 
Aims 
Aim 1 
 Evaluate whether families referred to PCIT who were provided incentives for therapy had 
greater adherence to treatment components than families receiving PCIT as usual. 
Previous research has shown that large numbers of families enrolled in therapy drop out 
over the course of treatment due to a number of perceived barriers (Owens et al., 2002). PCIT, in 
particular, has demonstrated high rates of dropout in research and in clinical settings (Lanier et 
al., 2011; Werba et al., 2006). Despite a wide array of barriers, incentivizing components of 
treatment has been shown to be effective in increasing a number of healthy behaviors in high risk 
families (see Klein, 2014, for a review). Specifically, large gains have been made in drug 
dependency research where attendance and positive strength-based behaviors have increased 
from the implementation of incentivized treatment (Iguchi et al., 1997; Petry et al., 2004). 
Research by Hayes and colleagues (2000) used incentives to encourage low-income families to 
attend four therapy sessions in a row. Families increased their consistency and attendance of 
appointments during the study (Hayes et al., 2000). A number of similar studies have shown 
increased attendance as well as completion of assigned work when incentives were provided 
(Carey & Carey, 1990; Petry et al., 2004). Given these findings, families in the present study 
received incentives for behaviors that supported the attainment of treatment goals. Incentives 
were specifically expected to increase family involvement. 
Hypotheses related to involvement were measured in the following ways: 
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A. Families in the PCIT plus incentives group were expected to require fewer sessions to 
obtain CDI mastery than families receiving PCIT as usual. 
B. Families in the PCIT plus incentives group were expected to need fewer weeks to obtain 
CDI mastery.  
C. Families in the PCIT plus incentives group were expected to drop out of treatment before 
CDI mastery less often than families receiving PCIT as usual. 
D. Families in the PCIT plus incentives group were expected to have a smaller percentage of 
no-shows to scheduled therapy sessions than families receiving PCIT as usual. 
E. Families in the PCIT plus incentives group were expected to have a smaller percentage of 
cancellations for scheduled therapy sessions than families receiving PCIT as usual. 
F. Families in the PCIT plus incentives group were expected to have a smaller percentage of 
sessions in which they arrived late (10 minutes or more) than families receiving PCIT as 
usual. 
G. Families in the PCIT plus incentives group were expected to complete more homework 
assignments (both paper and audio recordings) per week than families receiving PCIT as 
usual. 
Aim 2 
 Evaluate whether families referred to PCIT who were provided incentives for therapy had 
greater success in treatment than families receiving PCIT as usual. 
 In a number of research studies, PCIT has shown significant effects on child behavior 
problems for internalizing and externalizing behaviors (Chase & Eyberg, 2008) and parental 
stress levels (Matos, Bauermeister, & Bernal, 2009). One factor necessary for graduation from 
PCIT is the reduction in child behavior problems (as measured by the Eyberg Child Behavior 
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Inventory; ECBI) to below clinically significant levels (McNeil & Hembree-Kigin, 2010). 
Changes in ECBI scores across PCIT outcome studies indicated drops in a child’s intensity of 
problem behavior by 29% and in problem behaviors by 61% (Goldfine, Wagner, Branstetter, & 
McNeil, 2008). The ECBI is an appropriate measure for indicating treatment effects due to its 
sensitivity to change in behavior problems over time (Eyberg & Robinson, 1983). However, 
families progress through PCIT and master therapeutic skills at different time points due to a 
number of factors. Many times, PCIT can be another burden in the lives of these highly stressed 
families (Timmer, Urquiza, Zebell, & McGrath, 2005). Inconsistencies in attendance and dropout 
have been shown to reduce the likelihood for positive outcomes to occur from treatment (Barrett 
et al., 2008; Lyon & Budd, 2010). It was hypothesized that incentives used in treatment would 
keep families motivated to attend sessions and therefore reach greater gains with respect to 
targeted problem behaviors (Eyberg & Johnson, 1974). 
Hypotheses related to success were measured in the following ways:  
A. Families in the PCIT plus incentives group were expected to attain CDI mastery at a 
higher rate than families receiving PCIT as usual. 
B. Families in the PCIT plus incentives group were expected to attain PDI mastery at a 
higher rate than families receiving PCIT as usual. 
C. Families in the PCIT plus incentives group were expected to graduate from PCIT at a 
higher rate than families receiving PCIT as usual. 
D. Families in the PCIT plus incentives group were expected to have a greater decrease in 
child behavior problems (Eyberg Child Behavior Inventory; Eyberg & Pincus, 1999) than 
families receiving PCIT as usual. 
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E. Families in the PCIT plus incentives group were expected to have a greater decrease in 
externalizing and internalizing behavior problems (Child Behavior Checklist; Achenbach 
& Rescorla, 2001) than families receiving PCIT as usual. 
F. Families in the PCIT plus incentives group were expected to have a greater decrease in 
parenting stress levels (Parenting Stress Index: Short Form; Abidin, 1990) than families 
receiving PCIT as usual. 
Aim 3 
 A cost analysis was conducted to determine if there was any financial difference between 
the PCIT plus incentives group and the PCIT as usual group in the community mental health 
agency. 
 Budget cuts to public health funding occur regularly and pose a significant challenge to 
community mental health agencies (Honberg et al., 2011; Lippman, 2012). Community agencies 
have to closely monitor their spending or risk being shut down. Unfortunately, these cuts are 
particularly hard for low-income families who have no private options for finding mental health 
services (Lippman, 2012). The success of an agency depends on having full caseloads of clients 
who attend sessions consistently, as no-shows and cancellations greatly reduce billable hours 
(Joshi et al., 1986; Klein et al., 2003). It is expected that incentives will increase client 
attendance and therefore increase revenue for the community mental health agency. In turn, the 
increased revenue will offset the costs of providing incentives for PCIT clients making 
incentivized treatment a more sound use of resources for the agency. The analysis will be based 
on Drummond and colleagues’ calculations for economic evaluations of health care programs 
(Drummond, O’Brien, Sculpher, Stoddart, & Torrance, 2005). 
Exploratory Question 
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 Which variables were most highly associated with attrition from PCIT?  
Previous PCIT literature has indicated trends in early termination with disproportionately 
more families with lower socioeconomic statuses dropping out early (Harwood & Eyberg, 2004). 
This finding has been found repeatedly in other studies of family therapy, along with additional 
associations for low treatment adherence including minority status, maternal age, single-parent 
status, parental depression, child age and sex, and greater child conduct problems (Bean & 
Talaga, 1992; Hoffman, Crnic, & Baker, 2006; Kazdin, Holland, & Crowley, 1997; Kazdin & 
Mazurick, 1994; Singh, Janes, & Schechtman, 1982; Werba et al., 2006). In addition, findings 
have shown barriers to treatment participation and parental satisfaction may also contribute to a 
family’s likelihood of early termination from PCIT (Lyon & Budd, 2010).The current study 
assessed the role of incentives and other variables commonly associated with early termination 
(Capage et al., 2001; Fernandez & Eyberg, 2009; Reyno & McGrath, 2006; Stoolmiller et al., 
1993; Werba et al., 2006).  
Method 
Participants 
Families. Families were recruited to participate in the present study prior to enrollment. 
Upon consenting to the project, families were then randomly assigned to one of two groups: 
PCIT delivered as usual or PCIT with the addition of incentives for completing specified 
treatment components. Random assignment occurred through a computer-generated assignment 
program. When each family contacted the community mental health agency, they were assigned 
a computer-generated identification number. Odd numbers from the computer were assigned to 
the PCIT plus incentives group, while even numbers were indicative of the PCIT as usual group. 
A supervisor double checked the group each family was assigned based on the community 
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identification number before treatment started (i.e., during the first assessment). A new 
participant number was then assigned to the family for the purposes of the study. The community 
identification number was not included in data collection. A total of 84 parent-child dyads were 
enrolled in the study. Participants were recruited from Prevention Early Intervention, Riverside 
University Health System – Behavioral Health, Preschool 0 – 5 Programs, including SET-4-
School and Mobile Prevention and Early Intervention in Riverside, California.  
All data were collected at the Riverside facilities. De-identified data were shipped to 
West Virginia University through the Parent-Child Interaction Therapy lab run by Dr. Cheryl B. 
McNeil for analysis. Families interested in receiving family therapy were recruited to participate 
in the research study during their initial contact with the Riverside facilities. Families were 
randomly assigned and informed of their receipt of incentives after signing the informed consent.   
Inclusion criteria for this study included age ranges for children from 2 to 7 years and 
caregiver’s legal custody of the child. The adult was required to be a primary caregiver of the 
child and be 18 years of age or older. All families adhering to these standards were eligible to 
participate. Only families consenting to the study’s procedures were enrolled in the study. 
Families denying participation (n = 4) in the study were not denied services. Families who were 
receiving treatment and decided to no longer participate in the study were allowed to continue 
with services with no penalty to them. 
Clinicians. Twenty five PCIT-trained therapists worked for Riverside University Health 
System – Behavioral Health, Preschool 0 – 5 Programs, including SET-4-School and Mobile 
Prevention and Ealy Intervention at the initiation of the study. Of those, 11 PCIT-trained 
clinicians agreed to participate in the current study and undergo CITI training to meet IRB 
protocol. However, two clinicians left the agency prior to starting family enrollment. Therefore, 
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only nine clinicians participated in the study. Eight of the nine clinicians delivered PCIT to both 
treatment groups, while the last clinician provided supervision of cases and monitored study 
protocol. At the start of data collection in April, 2016, seven of the nine therapists were licensed 
clinicians. Eight of the clinicians were full-time with approximately 15 cases per week totaling 
120 PCIT families seen in one week.  
Clinicians of the community mental health agency provided services in mobile clinics (n 
= 25) and an outpatient clinic (n = 59). No home-based services were provided. Clinicians were 
trained in the present study protocol to collect data and prompt incentive reminders through a 
designated script. The supervising clinician was informed and trained in monitoring 
responsibilities. Clinicians participated in a weekly supervision meeting to discuss study 
questions and monitor protocol fidelity. The primary investigator participated in the supervision 
through a call during this time. The primary investigator and supervisor in the study underwent 
bi-weekly meetings to discuss, problem solve, and consult on study rollout. These meetings 
transitioned to monthly appointments over the course of the study, although additional 
appointments were made, as necessary.  
Measures 
 Measures were selected based on the research questions posed and from feasibility of the 
community mental health agency. Measures on child behavior problems and parenting stress 
were already utilized by the agency. Measures were additionally selected for their relevance to 
PCIT literature, their evidence-base, and the low cost to the community agency (e.g., Barriers to 
Treatment Participation Scale, Therapy Attitude Inventory). 
Demographic Form. The Demographic Form was completed by caregivers to cover 
demographic information regarding the caregiver and the child. The caregiver answered details 
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about the caregiver’s sex, age, ethnicity, and yearly income. The questionnaire also covered 
information about the child including sex, age, and the relationship of the caregiver to the child. 
Another Demographic Form was also completed by therapists to measure sex, ethnicity, years as 
a clinician, and years delivering PCIT. 
Barriers to Treatment Participation Scale. The Barriers to Treatment Participation 
Scale (BTPS; Kazdin, Holland, Crowley, & Breton, 1997) is a 58-item measure assessing 
psychological and practical barriers to client engagement which was completed by caregivers 
after the third CDI Coach session, at midtreatment (after CDI mastery), and posttreatment 
(graduation). Originating from the barriers-to-treatment theoretical model, this measure 
recognizes families experience a number of barriers that may prevent them from attending 
treatment and aims to determine the most influential factors preventing treatment attendance for 
each family. Items 1 through 44 assess caregivers’ perceived barriers to treatment (e.g., “I am too 
tired after work to go to sessions”) using a 5-point Likert scale (1 = Never a Problem; 5 = Very 
Often a Problem). Items 45 through 58 assess barriers on a binary (yes/no) scale. For the 
purposes of this study, these last items were not examined. The BTPS yields four subscale scores 
calculated from summing measure items: Competing Activities/Life Stressors (20 items), 
Relevance of Treatment (8 items), Relationship with Therapist (6 items), and Treatment Issues 
(10 items). In the present study, each individual item was examined independently, each subscale 
score was calculated (Competing Activities/Life Stressors, α = .78; Relevance of Treatment, α = 
.37; Relationship with Therapist, α = .06; Treatment Issues, α = .54), and a total score was 
generated (α = .78). BTPS has shown acceptable inter-item consistency (Kazdin, Holland, 
Crowley, & Breton, 1997) and other versions of the BTPS have been shown to have good levels 
of internal consistency (Nanninga, Jansen, Kazdin, Knorth, & Reijneveld, 2016). Although the 
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measure has not been standardized with Hispanic populations, the following alphas were 
generated in the present study: Competing Activities/Life Stressors (Hispanic: α = 75.; Non-
Hispanic: α = .79), Relevance of Treatment (Hispanic: α = .47; Non-Hispanic: α = .19), 
Relationship with Therapist (Hispanic: α = .05; Non-Hispanic: α = .05), and Treatment Issues 
(Hispanic: α = .53; Non-Hispanic: α = .46), Total score (Hispanic: α = .76; Non-Hispanic: α = 
.80). 
Therapy Attitude Inventory. The Therapy Attitude Inventory (TAI; Eyberg, 1993) is a 
15-item measure completed by caregivers during the third CDI Coach session. The TAI 
measures family perceptions of progress in treatment, relationship with the therapist, and 
satisfaction with treatment. Each item is rated on a 5-point Likert scale with 1 indicating 
dissatisfaction or worsening of indicated problems and 5 indicating a high satisfaction or 
improvement in indicated problems. A total score can be calculated from the summation of all 
the items. For the present study, each individual response was independently studied in addition 
to total scores (α = .78). Previous research has stated this measure is not prone to ceiling effects 
that otherwise frequent satisfaction measures (Brestan, Jacobs, Rayfield, & Eyberg, 1999). The 
TAI has shown adequate internal consistency, test-retest reliability, and discriminative validity 
(Brestan et al., 1999; Eisenstadt, Eyberg, McNeil, Newcomb, & Funderburk, 1993). Although 
the measure has not been standardized with Hispanic populations, the following alpha was 
generated: Total score (Hispanic: α = .78; Non-Hispanic: α = .77).  
Eyberg Child Behavior Inventory. The Eyberg Child Behavior Inventory (ECBI; 
Eyberg & Pincus, 1999) is a 36-item measure completed by the caregiver of a child aged 2 
through 16. Caregivers rated child behaviors on two scales for an Intensity and Problem score. 
For the Intensity rating, caregivers rated a range of child behaviors on a seven-point Likert scale 
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indicating how frequently the behavior occurred (1 = Never, 7 = Always). The same behaviors 
were also rated by caregivers as problematic (Problem scale) by marking “yes” or “no.” 
Caregivers completed the measure during each attended session.  
Previous studies on the ECBI have shown strong psychometric properties. The ECBI was 
standardized based on the U.S. population Census data in 1999 (Colvin, Eyberg, & Adams, 
1999). The ECBI had been shown to have strong test-retest reliability over 10 months for both 
Intensity (r = .75, p < .01) and Problem scores (r = .75, p < .01; Funderburk, Eyberg, Rich, & 
Behar, 2003). Internal consistency is high for both Intensity (α = .94) and Problem scales (α = 
.93; Colvin et al., 1999). Interrater reliability between maternal and paternal Intensity ratings and 
Problem ratings were both acceptable r = .69 and .61, respectively (Eisenstadt, McElreath, 
Eyberg, & McNeil, 1994). Construct validity on the ECBI has been found to be strong with 
correlations present between the ECBI and the Child Behavior Checklist’s Externalizing scales 
(Boggs, Eyberg, & Reynolds, 1990). The ECBI is sensitive to treatment effects and is regularly 
used for outcome measurement in PCIT. In addition, the ECBI has been used in a number of 
child populations with developmental disabilities (Sofronoff, Leslie, & Brown, 2004). Only the 
Intensity scale was utilized in this study.  
Child Behavior Checklist. The Child Behavior Checklist (CBCL; Achenbach & 
Rescorla, 2001) is a Likert-scale questionnaire completed by caregivers to assess child behaviors 
and emotions. Responses for each item range from 0 (Not Present) to 2 (Often True). The three 
main scales utilized in the CBCL include the assessment of internalizing problems 
(Internalizing), externalizing behaviors (Externalizing), and overall problem behaviors (Total). 
The Internalizing subscale measures areas such as emotions, anxiety, depression, and physical 
pain. The Externalizing subscale measures areas such as aggression, noncompliance, and 
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attention difficulties. The CBCL has two forms for children ages 1½ – 5 (99 items) and 6 – 18 
(112 items). Caregivers completed this measure at pretreatment (intake session), at midtreatment 
(i.e., CDI mastery), and at treatment graduation.  
The CBCL has shown strong utility for distinguishing clinical and nonclinical 
populations (Seligman, Ollendick, Langley, & Baldacci, 2004). Strong test-retest reliability 
ratings ranging from .95 to 1.0 have also been reported in past research as well as strong 
measures of internal consistency for both the Internalizing and Externalizing scales with scores 
of .90 and .94, respectively (Achenbach & Rescorla, 2001). The CBCL’s DSM-Oriented scales 
have good test-retest reliabilities with Cronbach alphas from .75 to .84 (Achenbach, Dumenci, & 
Rescorla, 2003). In turn, these scales have shown strong reliability coefficients ranging from .71 
to .89 (Nakamura, Ebesutani, Berstein, & Chorpita, 2009). The Internalizing and Externalizing 
scales were analyzed in the current study. 
Parenting Stress Index: Short Form. The Parenting Stress Index: Short Form (PSI:SF; 
Abidin, 1990) is 36-item parent self-report measure derived from the Parenting Stress Index. The 
PSI:SF was shown to be highly correlated with the longer PSI version (120 items), r = .94 
(Abidin, 1990). Caregivers reported on stressors related to aspects of raising their child and 
responsibilities from parenting. The PSI:SF can be used for children ranging in age from 3 
months to 12 years. Four subscales are used in the PSI:SF including ratings of Parental Distress, 
amount of Parent-Child Dysfunction, perceptions and reported levels of Difficult Child, as well 
as Total Stress levels. Caregivers completed this measure at pretreatment (intake session), at 
midtreatment (i.e., CDI mastery), and at treatment graduation. 
The PSI:SF has shown strong test-retest reliability for the Total Stress score with a 
coefficient of .86 (Abidin, 1995). Other studies have shown the strength of the PSI through 
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reports of reliability for all scales α > .60 (Whiteside-Mansell et al., 2007) as well as for the 
parent category (.55 – .80) and the child category (.62 – .70; Loyd & Abidin, 1985). Moreover, 
the PSI scales have shown strong reliability coefficients for family and child characteristics as 
well as distress (Whiteside-Mansell et al., 2007). Only the Total Stress scale was used in the 
present study. 
Dyadic Parent-Child Interaction Coding System-IV. The Dyadic Parent-Child 
Interaction Coding System, fourth edition (DPICS; Eyberg, Nelson, Ginn, Bhuiyan, & Boggs, 
2013) is an observational measurement method designed to assess parent and child interactions. 
Parent-child dyads are coded during play situations for three separate 5-minute interactions. 
These interactions consist of scenarios in which the child leads the play (Child-Led Play), the 
parent leads the play (Parent-Led Play), and then the parent instructs the child to clean up the 
toys by himself or herself (Clean Up). Parent verbalizations (e.g., labeled praise, behavior 
description, reflection, command) and behaviors (e.g., imitation, enjoyment) are coded 
throughout these interactions. Child compliance to commands is also recorded. 
The DPICS has strong reliability and validity for sessions coded live or coded later using 
video recordings (Eyberg et al., 2005). Measurements of inter-rater reliability have demonstrated 
adequacy (Robinson & Eyberg, 1981). DPICS has been used to discriminate clinically referred 
families and children from normal comparisons (Eyberg, Nelson, Duke, & Boggs, 2005; 
Robinson & Eyberg, 1981). The present study utilized a measurement of parental negative 
verbalizations (i.e., negative talk, commands, questions) and positive verbalizations (i.e., labeled 
praises, reflections, behavioral descriptions), and were recorded at all attended PCIT coaching 
sessions. 
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Homework. The participants were expected to complete homework sheets standard to 
PCIT protocol. These sheets required parents to fill out their participation in play and discipline 
procedures for their child. Families were expected to record whether they participated in the play 
each day, which toys were utilized for play, and the number of time-out episodes each day. 
Families were also asked to audiotape these play sessions using their mobile devices. If families 
did not have mobile devices, they were provided with audio recorders that they needed to bring 
to each session for the therapist to review. The supervising clinician tracked and monitored the 
distribution and return of audio recorders for each family. The frequency of days that families 
completed their homework sheet and audio recordings were analyzed in the current study. 
Session Record Form. Therapists in this study recorded information for each 
participating family every session including the family’s study ID number, the session number, if 
the participant attended (on time, was late, canceled, or no-showed), the last time since the 
family attended treatment, if homework was completed, and how many incentives (i.e., mystery 
prize bags) the family received for the session. This data collection was used to track family 
fidelity throughout the course of therapy. Dependent variables for this measure included 
attendance status, frequency of homework completion (paper form, audio recordings), and 
attainment of mastery or graduation. 
Procedure 
Regular referrals to the Riverside University Health System – Behavioral Health, 
Preschool 0 – 5 Programs agency were asked by co-investigators (PCIT clinicians) in the study if 
they were interested in voluntary study participation. Families completed a standard assessment 
battery required by the county for their first session with the agency to determine which services 
were most appropriate (e.g., PCIT, Trauma-Focused Cognitive Behavior Therapy). Upon 
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families’ referral for PCIT services, the family was scheduled for an assessment session at which 
time the research project was explained by the clinicians administering treatment (i.e., IRB-
approved research staff members), consent was read to the participants and obtained, and 
participants were provided a copy of their consent form. Eight PCIT-trained clinicians delivered 
treatment in the present study. Families were randomly assigned to either treatment group. 
Families were told which group they were assigned using specific wording detailed in a script. 
Participants were informed that they may withdraw from the research project at any time without 
penalty. After parents had consented, children were provided with a verbal description of the 
study. Children who were seven years or older received a copy of the written assent form, had 
the assent document explained to them, and then signed the document.  
Data collection and knowledge of group placement began following the informed consent 
process. The family filled out the demographic form, followed by the ECBI, CBCL, and PSI:SF. 
During each of the following sessions, all families were recorded for their adherence to specified 
protocol including therapy attendance, session timeliness, completing assigned homework sheets, 
bringing the homework to session at least four times during the week (or 50% of the days 
between sessions) with audio recordings, and family achievement of meeting milestones (CDI 
mastery, PDI mastery, graduation).  
The Riverside University Health System – Behavioral Health, Preschool 0 – 5 Programs 
agency contains a warehouse of gifted merchandise which they may freely distribute. Items in 
the warehouse vary over time and are dependent on what is gifted from distributers. Some 
merchandise previously in storage included purses, backpacks, flip flops, child pajamas, and 
brooms, for instance. For the incentive group, a family was given a random prize bag containing 
approximately $5 – 8 in gifts (e.g., socks, slippers, hangers, shirts) upon on-time arrival and 
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homework completion. This opportunity for a prize bag was made available at every scheduled 
therapy session the participant attended. Families were reminded using a standard script that they 
could receive prizes for each treatment session, and were told how they could go about obtaining 
those prizes (i.e., homework completion, timely attendance, mastery criteria). In addition, the 
participant was given another random prize bag when the family reached milestones including 
CDI mastery, PDI mastery, and PCIT graduation. The control group did not receive any 
compensation.  
Prior to beginning the present investigation, the Riverside community mental health 
agency reached out to current families receiving PCIT who were not involved in the present 
study. The agency assessed the families’ interest in receiving prizes representative of the items 
used in the study (5-point Likert scale; 1 = No Need for Item, 5 = Strong Need for Item). 
Feedback from families informed the research staff that the proposed value of incentives was 
appealing. All items that were ranked lower than an average score of 3 were not included as 
prizes in the study. Suggestions for each incentive prize were incorporated (e.g., size, quality) 
prior to initiating data collection. 
Following the intake, the therapist recorded if the family attended the session and was on 
time, if the family attended but was late, if the family canceled, or if the family no-showed. The 
family then completed an ECBI. If the family was in the experimental condition (incentives), the 
family was given a mystery prize bag if they arrived on time. The therapist then checked to see if 
the family had completed over 50% of their homework on the homework sheet and audio 
recordings (4 out of 7 days) and recorded the number of days the homework was completed on 
the Session Record Form. If the family was in the experimental condition, the family was given a 
mystery prize bag if their homework was over 50% complete and recorded. If families failed to 
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complete and bring their homework sheets to session, the family was required to complete the 
homework sheets during the checkout at the end of the session. After the homework sheet and 
recordings had been reviewed, the session continued according to the PCIT protocol (Eyberg & 
Funderburk, 2011). Families were given a homework sheet to complete before the next session. 
For future sessions, if the family was in the experimental condition and reached mastery within 
the session (CDI, PDI) then they were given an additional mystery prize bag.  
For the non-experimental group, the families followed the same protocol, but did not 
receive any form of incentives for their adherence to the protocol. For all families, data were de-
identified, copied, and scanned to the primary investigator on a password protected Adobe 
document every week. These data were stored at West Virginia University’s Parent-Child 
Interaction Therapy’s lab to be analyzed and interpreted.  
Therapist assignment to experimental and comparison groups was assessed after 25%, 
50%, and 75% of data collection. Data were assessed for patterns indicating a bias for group 
assignment to clinician or client success rates by clinician, but no patterns arose (p’s < .05). The 
incentive group contained more participants than the nonincentive group after 50% of data 
collection, therefore the primary investigator reviewed the protocol for enrolling families with 
the research staff. After a thorough evaluation of enrollment protocol by staff, it was determined 
that no problematic procedures were present. Therefore, brainstorming and discussion continued, 
but enrollment proceeded. Final enrollment displayed a continued disparity in treatment group 
numbers, but no concerns related to enrollment procedures remained.    
Results 
Power Analysis and Randomization  
G*Power 3.1.9.2 was used to conduct a power analysis. Results revealed that 56 parent-
child dyads would be adequate to achieve a power of .80 and a medium effect size (.25) with a 
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repeated measures, within-between ANOVA. Researchers were able to collect a total of 84 
families. Families were randomly assigned to groups with 50 families (59.5%) enrolled in the 
incentive group and 34 families (40.5%) enrolled in the nonincentive group.  
Preliminary Analyses 
To decrease the amount of missing data, researchers immediately asked participants if 
they intended to leave any of the items on a measure blank or if they would like to complete the 
missing items, when present. Preliminary analyses were conducted to evaluate the assumptions 
of the test, missing data points, and the normality of the data distributions. For all instances of 
incomplete items on a measure, directions for how to handle missing items were followed 
according to the measure’s regulations (e.g., imputation based on the mean item score for the 
measure or subscale). Any measures missing over half of the responses would have been 
eliminated from analyses; however, this procedure was not needed in the present study unless a 
client had terminated from treatment and failed to complete measures at a given time point.  
Preliminary analyses were run to determine if violations occurred in the areas of outliers, 
normality, linearity, and homoscedasticity. Normality was determined using the Kolmogorov-
Smirnov Test and Q-Q plots. Linearity was determined using linear regression or Pearson 
correlations. Homoscedasticity was determined using Bartlett’s test. Results from preliminary 
analyses are described throughout the results section below. 
Demographic Information 
Therapist demographic information included sex, age, ethnicity, language(s) spoken, 
education level, years as a clinician, and years delivering PCIT (Table 1). The nine clinicians 
participating in the study were 100% female, averaged 36.67 years of age (SD = 7.62), were 
largely Hispanic (55.6%; n = 5), spoke English as a primary language (88.9%), and spoke 
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Spanish as a secondary language (44.4%). Most had master’s degrees (66.7%), and all clinicians 
completed the PCIT online training, 40 hour in-person training, and 2-day advanced training. At 
the start of the project, the therapists averaged 8.33 years of clinical work (SD = 5.68) of which 
4.89 years were spent conducting PCIT (SD = 3.95), had seen approximately 100 PCIT cases 
(SD = 93.13), and had graduated 44 of those PCIT cases (SD = 39.42) 
Data from the family demographic questionnaire were used to describe the overall sample 
as well as compare descriptive characteristics between groups for families with and without 
incentives. Researchers examined demographic variables including caregiver sex, age, ethnicity, 
yearly income, and reported psychopathology. Child demographics included age, sex, ethnicity, 
and reported psychopathology. Caregivers participating in the present study were 95.2% female 
(n = 80), approximately 35 years of age (M = 35.28, SD = 8.19), largely Hispanic (63.1%; n = 
53), with approximately 31.0% indicating a history of mental health concerns (57.7% depression, 
42.3% anxiety, 19.2% trauma/domestic violence, 11.54% other). Children participating in the 
study were 66.7% male (n = 56), 3.75 years of age (SD = 1.09), largely Hispanic (60.7%; n = 
51), with 35.7% reporting previous mental health diagnoses (30.0% autism spectrum disorder, 
30.0% childhood disruptive disorder – not otherwise specified, 16.7% drug exposure, 13.3% 
attention-deficit/hyperactivity disorder, 23.3% other). 
Chi-square and t-test analyses were conducted to determine if differences in any of these 
characteristics were present between groups (Tables 2a – h). Assumptions for both analyses were 
tested. Linearity, normality, homoscedasticity, and independence for t-tests were appropriate. All 
missing data were excluded from analyses. For family income, three outliers were detected and 
removed (Incentives: n = 2; Nonincentives: n = 1). In addition, income was also positively 
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skewed and required a log transformation. Overall, no significant differences were found 
between groups across all variables (p’s > .05).    
Aim 1 
 Evaluate whether families referred to PCIT who were provided incentives for therapy had 
greater adherence to treatment components than families receiving PCIT as usual. Hypotheses 
and dependent variables associated with involvement are listed below: 
A. It was predicted that families in the PCIT plus incentives group would require fewer 
sessions to obtain CDI mastery than families receiving PCIT as usual. Only families 
obtaining CDI mastery were included in this analysis (n = 46). The total number of 
sessions that families attended from the CDI Teach session to the CDI mastery session 
was the measured dependent variable. 
All assumptions for the t-test were met (linearity, normality, homoscedasticity, 
independence). Twenty-five incentive families (50.0%) and 21 nonincentive families 
(61.8%) reached CDI mastery. No difference between the number of sessions families 
took to reach CDI mastery was found between the incentive group (M = 6.44, SD = 3.04) 
and the nonincentive group (M = 6.23, SD = 2.86), t(44) = .23, p = .82, d = .07 (none; 
Table 3). 
B. It was also hypothesized that families in the PCIT plus incentives group would need 
fewer weeks to obtain CDI mastery. The dependent variable was measured by the total 
number of weeks between the family’s CDI Teach session and when the family reached 
CDI mastery. Comparisons were drawn from subtracting the date for CDI Teach from the 
date of CDI mastery. 
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All assumptions for the t-test were evaluated. Data for this variable were 
positively skewed, therefore a square root transformation was conducted. All other 
assumptions were met. Twenty-five incentive families (50.0%) and 21 nonincentive 
families (61.8%) made it to CDI mastery. No difference between the length (in weeks) 
families took to reach CDI mastery was found between the incentive group (M = 13.10, 
SD = 7.51) and the nonincentive group (M = 13.87, SD = 6.98), t(44) = -.35, p = .73, d = 
.11 (none/small; Table 3).  
C. It was expected that fewer families in the PCIT plus incentives group would drop out of 
treatment before reaching CDI mastery than families receiving PCIT as usual. Each 
family who dropped out before CDI mastery was tracked to determine if group 
differences were present for families able to obtain CDI mastery. 
A chi-square analysis was utilized to evaluate this hypothesis. All assumptions for 
the chi-square analysis were met (sample size, categorical data, independence). No 
statistically significant associations between incentive group status and termination 
before CDI mastery were found, 2(1) = 1.54, p = .21, ϕ = .14 (small; see Table 4). 
Hypotheses D – G all relate to the larger hypothesis that families receiving incentives would 
have greater adherence to treatment components than families not receiving incentives. Each of 
the following hypotheses pertains to specific treatment components; as such, all hypotheses are 
first outlined followed by the results for all hypotheses. 
D. For the first hypothesis, it was predicted that families in the PCIT plus incentives group 
would have a smaller percentage of no-shows to scheduled therapy sessions than families 
receiving PCIT as usual. The total number of no-show sessions was divided by the total 
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number of scheduled sessions for a family. The percentages were compared across 
groups. 
E. Similarly, families in the PCIT plus incentives group were expected to have a smaller 
percentage of cancellations for scheduled therapy sessions than families receiving PCIT 
as usual. The total number of cancelled sessions was divided by the total number of 
scheduled sessions for a family.  
F. Additionally, families in the PCIT plus incentives group were expected to have a smaller 
percentage of sessions in which they were late (10 minutes or more) than families 
receiving PCIT as usual.  
G. Lastly, families in the PCIT plus incentives group were hypothesized to have a greater 
amount of homework assignments completed (both paper and audio recordings) than 
families receiving PCIT as usual. Audio recordings and homework sheets were required 
to be completed for CDI homework at least 4 times out of 7 days during the week. 
Homework sheets were also required to be completed using the same guidelines for PDI 
homework, but audio recordings were not necessary during the PDI rollout. If families 
had a longer or shorter break between weekly PCIT sessions, over 50% of the daily 
homework had to be completed for the entire duration between the previous and most 
recent PCIT session. The average amount of audio and paper homework completed per 
week was recorded for each family and compared between groups. 
To analyze the preceding hypotheses, t-tests were run for each variable. Due to 
the higher probably of having Type 1 error with multiple t-tests, Bonferroni corrections 
were used when the outcomes were examined. Since five variables were analyzed (and 
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the standard α = .05), outcomes for each analysis needed to be significant at the .01 level 
(α = .05/5 = .01). 
All assumptions for the t-test were evaluated. Data for all of the five variables 
(no-shows, cancellations, late attendance, paper homework, and audio homework) were 
positively skewed. All variables underwent a square root transformation, except late 
sessions which required a log transformation. All other assumptions were met. 
Across the assessed variables, no significant differences arose (Table 5). 
Specifically, there were no significant differences in the percentage of no-shows between 
the incentive (n = 50; M = .11, SD = .15) and nonincentive group (n = 34; M = .16, SD = 
.18), t(82) = -1.79, p = .08, d = .41 (small/medium). Next, no statistically significant 
difference in the percentage of cancellations between the incentive group (n = 50; M = 
.25, SD = .18) and nonincentive group (n = 34; M = .21, SD = .15) were found, t(82) = 
1.01, p = .31, d = .19 (small). Analyses of percentage of late sessions were also found to 
have no statistical significant difference between the incentive group (n = 50; M = .04, 
SD = .06) and nonincentive group (n = 34; M = .06, SD = .14), t(82) = -1.31, p = .20, d = 
.18 (small).  
For homework completion, neither paper homework (t(82) = -.69, p = .49, d = 
.15; none/small) nor audio homework (t(82) = -.02, p =.99, d = .00; none) yielded 
statistically significant differences in average weekly rates of completion between the 
incentive and nonincentive groups. Both groups only completed approximately 1 – 2 
paper homework assignments per week (Incentives: M = 1.69, SD = 1.67; Nonincentives: 
M = 2.01, SD = 1.91), while only about 1 audio homework assignment was completed per 
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week, when required (Incentives: M = 1.15, SD = 1.37; Nonincentives: M = 1.14, SD = 
1.52). 
Aim 2 
 Evaluate whether families referred to PCIT who were provided incentives for therapy had 
greater success in treatment than families receiving PCIT as usual. Hypotheses and dependent 
variables associated with treatment success are as follows: 
A. It was predicted that families in the PCIT plus incentives group would have a greater 
number of families attain CDI mastery than families receiving PCIT as usual. Therapists 
reported on attainment of CDI mastery using the Session Record Form for each session. 
The total number of families attaining CDI mastery were recorded and compared for each 
group. CDI mastery was defined as obtaining 10 behavior descriptions, 10 labeled 
praises, and 10 reflections with less than 3 total questions, commands, or negative talks in 
a 5-minute coded DPICS interaction. 
A chi-square analysis was run to test this hypothesis. All assumptions for the chi-
square analysis were met. No statistically significant associations between incentive 
group status and attainment of CDI mastery were found, χ(1) = 1.54, p = .21, ϕ = .14 
(small; see Table 6). 
B. It was expected that families in the PCIT plus incentives group would have a greater 
number of families attain PDI mastery than families receiving PCIT as usual. Therapists 
reported on attainment of PDI mastery using the Session Record Form for each session. 
The total number of families attaining PDI mastery was recorded and compared for each 
group. PDI mastery was defined as obtaining 75% effective commands and 75% effective 
follow-through in a 5-minute coded DPICS interaction. 
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Another chi-square analysis was run to test PDI mastery attainment. All 
assumptions for the analysis were met. No statistically significant difference between 
groups was found for achieving PDI mastery, χ(1) = 0.31, p = .58, ϕ = .06 (none/small; 
see Table 7).  
C. Families in the PCIT plus incentives group were expected to have a greater number of 
families graduating from PCIT than families receiving PCIT as usual. Therapists reported 
on attainment of graduation using the Session Record Form for each session. The total 
number of families who attained graduation were recorded and compared for each group. 
Graduation was defined as making it to the final graduation session after reaching CDI 
mastery, PDI mastery, and PDI roll out.  
A final chi-square test was run to determine if differences between groups arose 
for attainment of PCIT graduation. All assumptions for the chi-square test were met. All 
families who attained PDI mastery went on to make it to PCIT graduation. Therefore, no 
differences between groups were found for PCIT graduation, χ(1) = 0.31, p = .58, ϕ = .06 
(none/small; see again, Table 7).  
D. It was hypothesized that families in the PCIT plus incentives group would have a greater 
decrease in child behavior problems as measured by the Intensity scale of the Eyberg 
Child Behavior Inventory (Eyberg & Pincus, 1999) than families receiving PCIT as 
usual. T-scores were used to draw standardized comparisons between groups. 
Comparisons were made using the first ECBI score and the ECBI score for each family’s 
last recorded session. 
A repeated 2 x 2 ANOVA was conducted to test this hypothesis. All ANOVA 
assumptions were met (independence, normality, homoscedasticity). A within-group 
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analysis revealed a significant main effect in ECBI Intensity scores for treatment, F(1, 
81) = 59.40, p < .01, η2 = .42 (large). However, the between-group analysis found no 
statistically significant interaction effect, F(1, 81) = .38, p = .54, η2 = .00 (none). Cell 
sizes, means, and standard deviations for the between-group factorial design are provided 
in Table 8a for T-scores and Table 8b for raw scores. Visual representation of T-score 
comparisons between groups can be found in Figure 1.  
E. It was expected that families in the PCIT plus incentives group would have a greater 
decrease in internalizing and externalizing behavior problems as measured by the 
Externalizing and Internalizing scales of the Child Behavior Checklist (Achenbach & 
Rescorla, 2001) than families receiving PCIT as usual. Raw scores were used (due to 
limitations of T-score reporting by the community agency) to draw standardized 
comparisons between groups at pretreatment, midtreatment, and posttreatment. 
Two 2 x 3 level repeated measures ANOVAs were conducted to test the 
assumption that externalizing and internalizing symptoms would improve more for 
incentive families than nonincentive families. Due to a limited number of families 
reaching graduation, a total n of 31 was included (Incentive group: n = 17; Nonincentive 
group: n = 14). Analyses were run with low power (.35) due to the small sample size. All 
assumptions for the Externalizing scale were met (e.g., Mauchly’s Test of Sphericity and 
Levene’s Test, p’s > .05). The within-group analysis revealed a significant main effect in 
CBCL Externalizing scores for treatment, F(2, 28) = 39.24, p < .001, η2 = .57 (large). The 
CBCL Externalizing scale by incentive group found no statistically significant interaction 
effect, F(2, 28) = 5.54, p = .90, η2 = .03 (small). Cell sizes, means, and standard 
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deviations for the factorial design are provided in Table 9. Figure 2 contains between-
group comparisons. 
All assumptions for the Internalizing scale were also met. A statistically 
significant main effect was found for CBCL Internalizing scores for treatment, F(2, 28) = 
13.56, p < .001, η2 = .30 (large). No statistically significant interaction effect for the 
CBCL Internalizing scale by incentive group was found however, F(2, 28) = .002, p = 
1.00, η2 = .04 (small). Cell sizes, means, and standard deviations for the factorial design 
are provided in Table 10. For visual group comparisons, see Figure 3. 
F. Lastly, it was hypothesized that families in the PCIT plus incentives group would have a 
greater decrease in parenting stress levels as measured by the Total Stress score on the 
Parenting Stress Index: Short Form (Abidin, 1990) than families receiving PCIT as usual. 
Again, raw scores were used (due to limitations of T-score reporting by the community 
agency) to evaluate between-group differences at pretreatment, midtreatment, and 
posttreatment. 
A 2 x 3 level repeated measures ANOVA was run to determine if parenting stress 
varied over time between incentive families than nonincentive families. All assumptions 
for the Total Stress scale were met. Within-group comparisons yielded a significant main 
effect for PSI:SF Total Stress scores over the course of PCIT, F(2, 28) = 26.35, p < .001, 
η2 = .51 (large). Between-group comparisons found no statistically significant interaction 
effect (PSI:SF Total Stress x Group), F(2, 28) = 1.09, p = .35, η2 = .04 (small). Cell sizes, 
means, and standard deviations for the factorial design are provided in Table 11. Figure 4 
contains between-group comparisons. 
Aim 3 
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 A cost analysis was conducted to determine if there was any financial difference between 
the PCIT plus incentives group and the PCIT as usual group in the community mental health 
agency. 
 In determining whether PCIT with incentives could be a sounder option for community 
mental health agencies, all costs incurred by the agency for irregular attendance and cost of 
incentives was subtracted from the total potential income of the clients scheduled hours. 
Calculations for cost analysis are based on guidelines from Drummond and colleagues for 
economic evaluations of health care programs (Drummond et al., 2005). The cost analysis 
equation for this study is as follows: 
Cost analysis = {(#𝑎𝑡𝑡𝑒𝑛𝑑𝑒𝑑 𝑠𝑒𝑠𝑠𝑖𝑜𝑛𝑠) 𝑋 (𝐻𝑜𝑢𝑟𝑙𝑦 𝑟𝑎𝑡𝑒 𝑜𝑓 𝑎𝑔𝑒𝑛𝑐𝑦)} − {(#𝑐𝑎𝑛𝑐𝑒𝑙𝑙𝑒𝑑 𝑠𝑒𝑠𝑠𝑖𝑜𝑛𝑠 +
#𝑛𝑜 𝑠ℎ𝑜𝑤𝑠) 𝑋 (𝐻𝑜𝑢𝑟𝑙𝑦 𝑟𝑎𝑡𝑒 𝑜𝑓 𝑎𝑔𝑒𝑛𝑐𝑦)} −
 (𝑁𝑢𝑚𝑏𝑒𝑟 𝑜𝑓 𝑝𝑟𝑖𝑧𝑒𝑠 𝑟𝑒𝑐𝑒𝑖𝑣𝑒𝑑 𝑋 𝑎𝑣𝑒𝑟𝑎𝑔𝑒 𝑐𝑜𝑠𝑡 𝑜𝑓 𝑝𝑟𝑖𝑧𝑒) 
Each family’s cost analysis was calculated according to the defined equation. Means for 
both the incentives and nonincentives groups were also calculated. Group differences were 
assessed through a t-test.    
The agency reported using Medicaid for payment from clients (no private insurance 
utilized). Billing rates for Medicaid were reported as $2.69 per minute. PCIT sessions were 
blocked for 90 minute periods, therefore sessions were calculated as being worth $242.10. Total 
attended sessions, missed sessions (cancels and no-shows), and total number of prizes received 
by a family were calculated. Attended sessions and missed sessions were both multiplied by the 
session rate ($242.10), and the average cost of an incentive ($6.50) was multiplied by the number 
of prizes a family received. The total cost lost from client misses (missed x session cost) and 
prizes (total prizes x average cost of prizes) was subtracted from the total profit gained from 
clients (attended x session cost). 
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Assumptions for t-tests were explored and were met. Means, standard deviations, cell 
sizes, t-test outcomes, and Cohen’s d are reported on Table 12. No differences were found in the 
cost analysis outcomes between groups, t(82) = -.29, p =.78, d = .06 (none). The average revenue 
made by the agency per family who attended PCIT sessions ranged from approximately $1,500 – 
$1,600 over the course of treatment in each group.  
Exploratory Question 
 The researchers were interested in determining which variables were most highly 
associated with attrition from PCIT. 
Binary logistic regression. First, variables related to attrition for both groups in the 
study were examined via a binary logistic regression. Relations between dropout from PCIT and 
other factors shown to be predictive of early termination in the literature including caregiver age, 
ethnicity, yearly income, psychopathology, stress (PSI:SF Total Stress score), parental 
verbalizations (DPICS positive composite—labeled praise, behavior description, reflection; 
negative composite—negative talk, command, question), and severity of child behavior problems 
(CBCL Internalizing and Externalizing scales) were explored. In addition, analyses explored if 
group assignment (incentives or no incentives) would account for a significant amount of the 
variance beyond the previously listed variables found to associate with early termination. 
All assumptions for the logistic regression were met. The effects of incentive group 
status; caregiver age, income, ethnicity, and mental health history; parenting stress; positive and 
negative parental verbalizations; and internalizing and externalizing child behaviors were 
explored to determine how they uniquely contributed to the likelihood that families would 
terminate early from treatment. The model was statistically significant 2(12) = 23.08, p = .027. 
It explained 39.7% (Nagelkerke R
2
) of the variance in termination status and correctly classified 
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80.3% of the cases. Only two variables were statistically significant in the regression including 
caregivers with “mixed” ethnicities and children presenting with more severe internalizing 
behaviors. Specifically, parents with mixed ethnicity were found to be 43.52 times more likely to 
terminate than Hispanic caregivers. Hispanic caregivers were chosen as the reference group due 
to this being the highest number of families enrolled. Also, children with greater internalizing 
symptoms were found to be 1.17 times more likely to terminate treatment than children without 
as severe internalizing symptoms. Outcomes for this analysis can be found in Table 13.  
TAI & BTPS. To further analyze additional factors that may limit families’ ability or 
desire to come into treatment, families completed a measure on their perceptions of barriers to 
treatment using the BTPS and on their satisfaction with treatment using the TAI. Descriptive 
data were pulled to analyze what factors presented the greatest challenges for each family.  
Comparing the current sample to a standardized sample. Barriers to treatment 
participation were examined for this sample and compared to a standardized sample of children 
and families receiving outpatient services in the literature (Kazdin, Holland, Crowley, & Breton, 
1997). A total score from the BTPS was calculated by summing all measure items for each 
family at CDI Coach 3 time point, descriptives were collected (i.e., n, M, SD), and then a t-test 
comparing these data to a standard sample was conducted. Descriptive data found a mean rating 
of 57.80 (SD = 8.95) for 59 families. A study including families of children in outpatient 
treatment was used as the comparison sample (Kazdin, Holland, Crowley, & Breton, 1997). The 
descriptive statistics for the sample study were as follows: n = 260, M = 65.97, SD = 13.83. A t-
test was conducted with the two samples. Outcomes indicated the present study sample having 
significantly less barriers to treatment than the standardized sample from the literature, t(317) = 
4.33, p < .001, d = .70.  
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General outcomes. General outcomes were explored for all participants regardless of 
incentive group status (N = 84) at CDI Coach 3 (the earliest point of measurement for these 
assessments) using descriptive statistics. For the TAI, since scores closer to 1 indicate problems 
or worsening of issues and scores closer to 5 indicate high satisfaction or improvement, only 
scores with means at 3 or below are reported. However, no ratings for any of the TAI’s items fell 
below a mean of 3.84 (SD = .56; Item = new child behavior problems since starting treatment). 
Next, descriptive statistics for items on BTPS at CDI Coach 3 were explored. Scores on the 
BTPS closer to 1 indicate that families did not find the items an issue in coming to treatment 
while scores closer to 5 were rated as very often a problem for families; therefore, only items 
rated 3 or above are reported. Again, no ratings for any of the BTPS’s items fell above a mean of 
2.47 (SD = 1.41; Item = high family stress). These same descriptive statistics were explored at 
midtreatment. No items were reported by families as either occasionally or often problematic on 
the TAI or BTPS (scores ≥ 3, or ≤ 3, respectively) at midtreatment measurements.  
Outcomes by incentive group status. Scores on both the TAI and BTPS were tallied for 
time points at CDI Coach 3, midtreatment (after attaining CDI mastery), and posttreatment (at 
graduation). Differences between incentive and nonincentive group means were explored using 
independent sample t-tests. All assumptions for the t-tests were met. No differences were found 
between incentive and nonincentive groups at CDI 3, midtreatment, or posttreatment for scores 
on the TAI Total scale, BTPS Competing Activities/Life Stressors, BTPS Relevance of 
Treatment, BTPS Relationship with Therapist, or BTPS Treatment Issues subscales (p’s > .05).  
Outcomes by CDI mastery status. Next, exploratory t-tests were run to determine if any 
particular items or scales at the CDI Coach 3 session for the TAI or BTPS were significantly 
different for families terminating before or attaining CDI mastery status. All t-test assumptions 
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were explored and met for the TAI and BTPS scales. No differences were found between 
families who attained CDI mastery status and those who did not for CDI Coach 3 measures on 
the TAI Total scale, BTPS Competing Activities/Life Stressors, BTPS Relevance of Treatment, 
BTPS Relationship with Therapist, or BTPS Treatment Issues subscales (p’s > .05). 
 Individual items for both the TAI and BTPS were then explored. Twenty eight of the 44 
items from the BTPS were positively skewed requiring either square root or log transformation 
corrections. Remaining assumptions were met unless otherwise specified. No differences were 
found between groups in t-tests for TAI CDI 3 scores between families who did and did not 
attain CDI mastery (p’s > .05). All of the following variables had a significant Levene’s tests and 
were corrected; for the BTPS, child session refusal (t(41) = 2.56, p = .01, d = could not be 
calculated), child development of new or different problems (t(56.81) = 2.89, p < .01, d = .69; 
medium/large), and caregiver disagreement with his/her partner about coming to treatment at all 
(t(41) = 2.65, p = .01, d = could not be calculated) were all found to be statistically significantly 
different for families terminating treatment prior to CDI mastery and families attaining CDI 
mastery (Table 14). The remaining 41 BTPS items were nonsignificant (p’s > .05).  
Outcomes by PCIT graduation status. Exploratory t-tests were also run to determine if 
any items at the CDI Coach 3 session or at the midtreatment session (after attaining CDI 
mastery) on the TAI or BTPS were statistically significantly different for families terminating 
treatment before or reaching PCIT graduation status. All assumptions for t-tests were tested and 
met for the TAI and BTPS scales. No differences were found between families who attained 
graduation status and those who did not for both CDI Coach 3 and midtreatment measures on the 
TAI Total scale, BTPS Competing Activities/Life Stressors, BTPS Relevance of Treatment, 
BTPS Relationship with Therapist, or BTPS Treatment Issues subscales (p’s > .05). 
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 Individual items for both the TAI and BTPS were then explored. In addition to the 28 
items for BTPS from CDI Coach 3 that required a transformation, 26 of the 44 items from the 
BTPS required square root or log transformations at the midtreatment time point. No items from 
either the TAI or the BTPS were statistically significantly different between families who 
graduated and those who did not at CDI Coach 3 assessment. At midtreatment, no items on the 
TAI were significantly different between graduators and terminators, but BTPS’s item for 
parental sickness limiting treatment attendance (all assumptions met) was significantly different 
between groups, t(39) = -3.57, p < .01, d = 1.22 (large; Table 15). No other of the 43 BTPS items 
were statistically significant (p’s > .05).  
Outcomes by ethnicity. Final analyses were conducted to explore if differences were 
present between families identifying as Hispanic compared to mixed ethnicities. 
CDI mastery and graduation status. Chi-square analyses were run to compare if any 
differences arose in CDI mastery or graduation attainment between Hispanic and non-Hispanic 
families. All assumptions of the chi-square tests were met. No differences were found between 
Hispanic and non-Hispanic families in attaining CDI mastery, χ(3) = 0.75, p = .86, ϕ = .09 
(none/small; Table 16). Additionally, no differences were found between these groups in 
reaching PCIT graduation, χ(3) = 2.48, p = .48, ϕ = .17 (small; see Table 17). 
Child behavior problems. Differences between Hispanic and non-Hispanic families’ 
ratings of child behavior problems, as measured by the ECBI Intensity scale, were compared 
using a repeated measures, within-between 2 x 2 ANOVA. All ANOVA assumptions were met. 
A within-group analysis revealed a significant main effect in ECBI Intensity scores for treatment, 
F(1, 81) = 20.06, p < .001, η2 = .20 (medium/large). The between-group analysis interaction 
effect was not statistically significant, F(1, 81) = .70, p = .56, η2 = .00 (none). Cell sizes, means, 
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and standard deviations for the between-group factorial design are provided in Table 18a for T-
scores and Table 18b for raw scores. Visual representation of T-score comparisons between 
groups can be found in Figure 5. 
TAI & BTPS. T-tests were conducted to determine if any differences arose at CDI Coach 
3 TAI and BTPS assessments between Hispanic and non-Hispanic families (i.e., Caucasian, 
African American, mixed) on both individual items as well as scales. All assumptions were 
explored for the t-tests. Twenty eight of the 44 items from the BTPS were positively skewed 
requiring either square root or log transformation corrections. Remaining assumptions were met 
unless otherwise specified. Outcomes found that Hispanic families reported significantly greater 
positive ratings of TAI’s item on “treatment helped with other problems,” t(58) = 3.12, p < .01, d 
= .81 (large). Hispanic families also reported significantly more issues the BTPS item on child 
session refusal (t(36) = 2.58, p =.01, d = could not be calculated). However, Hispanic families 
had significantly less concerns related to experiencing high levels of stress (t(57) = -2.08, p = 
.04, d = .55; medium), losing interest in coming to treatment (t(21) = -2.82, p = .04, d = could not 
be calculated), as well as the BTPS scale Competing Activities/Life Stressors (t(57) = -2.25, p = 
.03, d = .58; medium) than non-Hispanic families (Table 19). No other TAI or BTPS items or 
scales were significantly different between the two groups. 
Discussion 
 The current study explored a randomized controlled trial in a community mental health 
agency for a largely Hispanic and low income population. Specifically, families were randomly 
assigned to receive incentives for adhering to components of Parent-Child Interaction Therapy 
including session attendance, homework completion, and mastery attainment of therapeutic skills 
(i.e., CDI, PDI, graduation). The following factors were selected based on evidence supporting 
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their associations with positive client outcomes; namely, attendance and graduation were found 
to be associated with maintenance of therapeutic skills (Eyberg et al., 2008), homework use has 
been shown to enhance outcomes of treatment in general (Kazantzis et al., 2010; Mausbach et 
al., 2010), and failure to reach mastery or graduation has been associated with continued child 
behavior problems and parental stress (Boggs et al., 2004). The purpose of the present study was 
to evaluate if implementing incentives was an effective method for improving core concerns 
related to child mental health services.  
 Outcomes from this study indicated null results when comparing families who received 
incentives to those who received treatment as usual across a number of research questions 
including the following: time to reach CDI mastery (number of sessions, weeks in treatment); 
number of families terminating from treatment; rate of treatment session no-shows, 
cancellations, late sessions, or homework completion (i.e., paper, audio); number of families 
reaching mastery in CDI, PDI, and graduation; changes in child behavior problems (ECBI 
Intensity scale, CBCL Internalizing and Externalizing scales) and parenting stress (PSI:SF); and 
outcomes of cost analysis. Exploratory analyses indicated significant family barriers for families 
terminating from treatment related to parental sickness, partner disagreements with attending 
treatment, child session refusal, and change in child behavior problems. Insight into these 
findings and future directions about reducing family attrition through innovative new approaches 
are discussed below. 
Incentives 
The present study tested a novel approach to improve a systemic problem in Parent-Child 
Interaction Therapy and child mental health services, more generally (Lanier et al., 2011; NIMH, 
2001). Specifically, incentives were provided to families in an effort to increase attendance, 
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homework completion, and mastery of therapeutic skills. Based on previous findings noted in the 
substance abuse literature on positive behavior change (e.g., Petry et al., 2004; Silverman et al., 
1999), it was postulated that incentives may provide a viable option for increasing important 
client behaviors in parent training therapy (i.e., PCIT). 
Although substance abuse research has found some success in their patient populations 
for higher rates of adherence to treatment goals (e.g., Petry et al., 2004; Pollastri et al., 2005), 
there are a number of reasons why the current study may have been ineffective in changing 
family behavior in PCIT. First, incentives used in substance abuse research are frequently large 
(Petry et al., 2004). Similar to a lottery system, many patients are given the opportunity to win 
thousands of dollars for continued treatment adherence over time. Using expensive incentives 
has been justified in the literature due to the savings gained from associated health and social 
costs (e.g., fewer drug-related crimes or overdoses, greater workplace productivity; NIDA, 
2018). Researchers and funders have touted treatment incentives as cost effective alternatives to 
incarceration ($24,000/year per person), therefore allowing the cost of treatments such as 
methadone maintenance ($4,700/year per person) to be within reasonable ranges (NIDA, 2018). 
While incentives were provided immediately and more frequently to families in the present study 
(dependent on client adherence), the incentives for the current project were well below the range 
often found in substance abuse research (with prizes ranging from $5 – 8). Studies show that 
effectiveness of incentives can be lost if the incentive is too low given the treatment goal and the 
focus population (Silverman et al., 1999). The present study may have limited effects due to 
rewards being below the threshold for incentivizing client behavior change.  
While many studies looking at the effective implementation of incentives to reduce 
substance abuse problem behaviors have high rewards, there have been a few programs which 
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utilized low cost incentives with some success. For example, Pollastri and colleagues (2005) 
provided vouchers for goods and services for as little as $3 which were found to positively 
impact participants’ unanticipated no-shows to treatment sessions. Importantly however, 
participants also had the opportunity to earn take-home methadone doses which may have been 
highly motivating given the individuals’ present drug addictions. Moreover, it is possible that 
these substance abusers (i.e., cocaine and opioid) may have allocated the remaining resources 
they had to their drug habit. The presence of small vouchers for necessities (e.g., food, clothes) 
may have had a greater impact on their livelihood and been more incentivizing when compared 
to the present study’s sample. Although families receiving incentives in PCIT from this study 
generally had low incomes, families may still have had enough resources to afford goods that 
were provided as incentives (e.g., child clothing, school supplies) therefore limiting their 
incentivizing value.    
Another reason incentives may not have translated from substance abuse studies to the 
present study is that low cost incentives may not often work for drug dependent populations 
either. It is possible that literature on substance abuse only highlights the few treatments which 
are effective. In general, rates of relapse are high in this substance abuse population and many 
treatments are found to be ineffective in combatting drug addictions (see Donovan, 2003, for a 
review). Since treatments may frequently fail to produce successful outcomes for those battling 
substance abuse (Donovan, 2003), it is possible that studies using low cost treatments are not 
frequently published due to their lack of findings. Those that have been published may be the 
exceptions rather than common practice. Due to the possible low rate of success with low cost 
options, the field has instead shifted to promoting high cost treatments to get a greater likelihood 
for individuals’ success (e.g., long-term [6 – 12 month] residential treatments, 
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pharmacotherapies, motivational incentives [around $100 prizes]; NIDA, 2018). This level of 
costs may be necessary to also elicit effective outcomes from families attending parent training; 
however, appropriate cost effectiveness studies would need to be conducted prior to justifying 
these expenditures.  
 Only a few studies have been conducted to test incentives outside of substance abuse 
populations. Although some projects have shown success while using incentives to increase 
family adherence or child behaviors (Eyberg & Johnson, 1974; Frye, 2011; Hayes et al., 2000), 
additional studies have yielded null results similar to the current project (e.g., academic 
achievement, attendance at treatment for depressed mothers, attendance at a parent training 
program; Dumas et al., 2010; Frye, 2011; Heinrichs & Jensen-Doss, 2010; Sacks et al., 2015). 
Studies that have found success with utilizing incentives differed from our study in a number of 
ways. For example, Eyberg and Johnson’s (1974) study recruited families who were willing to 
pay for 12 – 24 sessions of treatment before initiating therapy and also eliminated families who 
prematurely terminated from treatment. Both of these methods contributed to the overestimation 
of their treatment’s effects due to the selection bias of families and their subsequent outcomes 
(e.g., selecting families with higher socioeconomic status). As another example, the Hayes and 
colleagues’ (2000) study which required families to sign a contract to attend four consecutive 
appointments before receiving a $30 coupon had only three enrolled families and provided a 
short duration of treatment (four sessions vs. unknown number of sessions before attaining 
mastery criteria) to receive the incentive. In turn, the literature has shown that a large number of 
families drop out after four sessions of family therapy (Liebsack, 2016; McKay, Harrison, 
Gonzáles, Kim, & Quintana, 2002); it is possible that the $30 coupon and signed contract 
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provided an additional incentive to reach four sessions, but many families typically attend at 
least four sessions regardless of incentives.  
 Irrespective of the differences, a common issue raised regarding the use of incentives 
outside of drug-based programs is the significant level of barriers families experience that 
prevent involvement in family therapy over time (Kazdin, Holland, Crowley, & Breton, 1997). 
For example, in Sacks and colleagues’ (2015) study of pregnant mothers with depression who 
received incentives for attending psychological services, it was posited that these mothers failed 
to attend treatment due to a lack of childcare for their other children. In turn, our sample of 
parents (largely mothers) also reported some difficulties with parental sickness preventing the 
families from coming to treatment compared to families who reached PCIT graduation. Upon 
further discussion with the clinical supervisor of the team in Riverside, the researcher found that 
some families who terminated from treatment gave birth or had pregnancy complications that 
prevented the continuation of PCIT. Anecdotally, one mother reported wanting to get her child’s 
behavior under control prior to the birth of her next child. Since PCIT studies are largely 
conducted with mothers, as was the case in the present sample (e.g., Agazzi, Tan, Ogg, 
Armstrong, & Kirby, 2017; Harwood & Eyberg, 2006; Hood & Eyberg, 2003), one barrier to 
consider when implementing PCIT in general is that some families may be expanding during the 
time family therapy is occurring. Although parental motivation to come to treatment may be 
high, barriers such as the arrival of a new baby or a complicated pregnancy can prevent families 
from continuing treatment.  
 Other research conducted with parent training courses have found that incentives may 
have a strong impact on enrolling vulnerable families with limited levels of education (Dumas et 
al., 2010; Guyll, Spoth, & Redmond, 2003) who may not otherwise participate in parent training 
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programs (Heinrichs, 2006). Unfortunately, as was the case in the present study, the use of these 
incentives has not been effective in maintaining families in treatment. Additional stressors or 
barriers to treatment may play a role in regular attendance for these families over time.  
 Within the context of cognitive evaluation theory, concerns have been raised about the 
possible diminishment of intrinsic motivation when extrinsically motivating rewards are 
implemented (Deci & Ryan, 1980). Intrinsic motivation refers to self-determination and 
regulation while extrinsic motivation refers to causes of behavior outside of the individual 
(Cheng & Yeh, 2009). It has been argued that implementing extrinsically motivating rewards 
comes with the risk of removing intrinsic motivation and negatively impacting treatment 
outcomes otherwise seen by the gains made in effective treatments (Kohn, 1993). Some 
researchers claim that implementing incentives temporarily changes behavior, but does not create 
lasting effects (Deci, Koestner, & Ryan, 2001; Kohn, 1993). In turn, if the intrinsic motivation of 
improving the parent-child relationship is removed (and replaced with externally-motivating 
incentives), then any changes in parent behaviors are only maintained due to incentives, and the 
improvements would be nonexistent when incentives were removed. While it is possible that the 
incentive group in the present study was ineffective because half of the sample increased 
engagement while the other half of the sample lost intrinsic motivation, the incentivized behavior 
of adherence components was not found to be different between groups. In addition, both groups 
demonstrated significant within-group changes related to child behavior problems and parenting 
stress. This investigation, therefore, provided no evidence that incentive status was associated 
with any iatrogenic changes in intrinsic family motivation or the effectiveness of PCIT on 
measured variables (Eisenberger & Cameron, 1996; Heinrichs & Jensen-Doss, 2010). Yet, 
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philosophical concerns about the possible loss of intrinsic motivation when using incentives for 
parent training should be examined more systematically in any future research in this area.  
Another possible explanation for the lack of effectiveness of incentives in this study is 
that the prizes were not desirable to the families, and therefore did not serve as reinforcement. 
Anticipating this possibility, precautions were taken by study personnel to examine the interest 
garnered by the potential prizes prior to distributing them as reinforcers for adhering to PCIT 
treatment components. Importantly, the agency collected information from a sample of their 
client base on their feelings toward and preferences for possible incentives. The agency explored 
client preference to ensure future enrolled families would find the prizes desirable and would be 
interested in receiving them to increase the probability that the prizes would serve as a reinforcer. 
Outcomes indicated that families from this population viewed the receipt of prizes favorably. In 
turn, items that were rated as less desirable by families were removed as options for incentives 
prior to starting study enrollment.  
An alternative option for incentives having no impact on family behavior was the way 
prizes were delivered. Specifically, it is possible that monetary rewards, gift cards, or a token 
economy in which families could select their prizes from a clinic-based store would have been 
options that were more reinforcing than the incentives in the present study. Studies using 
monetary incentives have been found to significantly impact such behaviors as medication 
adherence in patients with psychotic disorders (€30 per month for full compliance; Noordraven 
et al., 2017) or session attendance in family therapy ($30 coupon for four sessions; Hayes et al., 
2000). Gift cards have also been found to be successful in reducing unanticipated appointment 
no-shows in substance abusers (Pollastri et al., 2005) as well as increasing attendance in 
telephone-based monitoring programs for substance use disorders ($10 per session; Van Horn et 
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al., 2011). The use of monetary prizes or gift cards may have allowed participants to buy what 
they wanted or needed and increased the desirability of the incentive. Although a store-based 
option could not be found in the literature, it is possible that participants may have found greater 
reinforcement from selecting their own prizes than having clinicians determine the prizes for 
them. Individual client preference assessments for incentive prizes may have increased the 
likelihood of providing incentives that acted as reinforcers. In addition, these preference 
assessments for each client would have provided valuable insight into the impact of the 
incentives on participating families’ behaviors.  
Unfortunately, the agency did not explore if prizes were perceived differently among 
families with different ethnicities (as the present sample was largely Hispanic); however, the 
agency ensured the sample was representative of their usual client base. To evaluate the 
possibility of cultural issues in the perception of prizes for performance, a literature review was 
conducted. The only research discovered by this review pertained to cultural indicators related to 
gift exchanges when Hispanic families were the ones giving the items (Martínez-Taboas et al., 
2014; Vasquez, 2007). Given the lack of data and literature in the area, it is unknown whether the 
ethnicity of this sample affected the results. While the prizes produced no meaningful change in 
family behavior over time, families in the pilot did generally report finding the available prizes to 
be desirable. Yet, because individual preference assessments were not conducted and families 
were not given choices with regard to the incentives, the possibility remains that particular 
families may not have found certain prizes to be desirable, thereby decreasing the reinforcing 
value of the incentives on an individual level.   
Cultural Concerns 
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Although it was not exclusively targeted, the research team would be remiss if the 
outcomes of the present study were not discussed in relation to the participants’ demographics 
and culture. With the majority of caregivers and children in this study identifying as ethnically 
Hispanic (Padilla, 2002), this is one of the few projects in PCIT that has evaluated a minority and 
Hispanic population (e.g., Barnett et al., 2017; Niec et al., 2014; Stokes et al., 2016) and one of 
even fewer randomized controlled trials (McCabe & Yeh, 2009). Despite having many evidence-
based treatments normed for Caucasian or European American populations, a dearth of work has 
been done to adapt treatments and disseminate them to Hispanic populations (Cardona et al., 
2012; Kaminski, Valle, Filene, & Boyle, 2008). Previous research on PCIT with this population 
points to effective outcomes for Spanish-speaking Mexican-American families when PCIT is 
largely unmodified (Borrego, Anhalt, Terao, Vargas, & Urquiza, 2006). Similar outcomes were 
found in the present study as no differences in CDI mastery and graduation attainment as well as 
change in child behavior problems (ECBI Intensity scale) were found between Hispanic and non-
Hispanic families. However, some tailoring is still recommended to increase treatment success. 
In line with Borrego’s work (2006), clinicians in the present study delivered treatment in Spanish 
to families who identified Spanish as their primary language. In addition, measures translated 
into Spanish were available for families who preferred non-English versions.  
Importantly, the measure used to assess barriers in treatment (Barriers to Treatment 
Participation Scale) has not yet been standardized with a Hispanic population (A. Kazdin, 
personal communication, March 22, 2016). Although great lengths were taken in the present 
study to translate measures such as the BTPS to accommodate families who may not be literate 
in English, it is possible that the measure did not accurately assess items in the same manner due 
to inherent differences between the cultures or in the translated terms (McCabe, Yeh, Garland, 
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Lau, & Chavez, 2005). Previous research has shown that Hispanic families benefit less from 
mental health treatment due to practical barriers (e.g., less likely to access mental health 
treatment, transportation), cultural barriers (e.g., discouragement from family members, stigma 
of mental health treatment), acculturation (e.g., unfamiliarity with mental health system), and 
beliefs about problems related to receiving mental health treatment (e.g., problems handled 
within the family, associating temperament with child behavior; McCabe et al., 2005). When 
compared to non-Hispanic families in the current study, Hispanic families were less likely to feel 
high levels of stress, less likely to have low interest in coming to treatment, and less likely to 
have numerous competing activities; Hispanic families did report more difficulties with child 
session refusal, yet had higher beliefs that treatment was helpful with more than the original 
reported concerns (when compared to non-Hispanic families). Interestingly, the unique factors 
distinguishing Hispanic and non-Hispanic families in the present study pointed to generally 
similar experiences with barriers. However, the areas which differed between these groups 
pointed to Hispanic families having fewer barriers and more positive views of treatment. 
Therefore, it is possible that although families from Hispanic backgrounds reported fewer 
barriers, the ones they did experience had greater impact on their ability to attend treatment. 
Future research should explore the effect of ethnicity on reporting of barriers in treatment to 
determine additional factors that may contribute to participation in family therapy over time. 
Further adaptations outside of the realm of the present study that have been integrated 
into PCIT for Hispanic families include cultural assessments to inform individualization of 
treatment, describing treatment as “educational,” allowing additional time for rapport-building 
between therapists and caregivers, including more examples of Hispanic families into training 
components, and incorporating important family members besides the mother (McCabe et al., 
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2005). While these various components could have each been incorporated in some capacity 
depending on a therapist’s skills or cultural awareness, these factors were neither tracked nor 
measured for fidelity across the present study. PCIT has been shown to be a robust treatment 
across a number of diverse families (for a review, see Butler & Eyberg, 2006; Werba et al., 
2006), and the present study found that families were successful at similar rates across ethnicity 
status. Still, further adaptations for Hispanic families may have increased the positive outcomes 
above and beyond the other families in this study. Outcomes for this study should be considered 
in the context of the given population as this procedure may not be generalizable to other study 
samples.  
Attrition 
One of the primary goals of the present study was to reduce attrition rates for families 
seeking child mental health services in PCIT. Unfortunately, the use of low cost incentives was 
found to be ineffective for this community mental health sample. One possibility for the lack of 
attrition differences between groups receiving and not receiving incentives for treatment 
adherence may have been that increased oversight by the university-based research team 
impacted the structure of treatment delivery and enhanced attendance (which would not 
otherwise be seen in the community mental health agency). This finding is unlikely for a number 
of reasons. First, considering comparable effectiveness trials in community agency settings, the 
present study yielded a similar attrition rate of 59.5% (50 out of 84 families) to other studies 
evaluating PCIT outcomes (60 – 70%; Pearl et al., 2012; Stokes et al., in press). Moreover, the 
research team acquired Riverside agency data on PCIT graduation rates for clients from 
approximately five years prior to the start of the current project (July, 2011 – March, 2016). The 
report indicated that 48.6% of families who initiated PCIT graduated treatment (742 out of 
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1527), while the present study yielded a slightly lower graduation rate of 40.5% (34 out of 84). 
In turn, many families, regardless of group status, dropped out of treatment early (prior to 
reaching CDI mastery) which is also a common finding in the literature (Liebsack, 2016; McKay 
et al., 2002). It is believed that conducting the research project at the Riverside agency did not 
impact client attrition in such a way to explain the lack of differences between incentive groups.  
Attrition in PCIT has been linked to a greater number of barriers perceived by families, 
with many families dropping out in the early stages of treatment (Luk et al., 2001; McCabe, 
2002). One theory for early termination stems from Lorion (1974) who stated that many families 
in poverty are burdened by constant life stressors. The most immediate stressors are prioritized 
until a more significant stressor arises, the crisis passes, or the crisis remedies into a more 
manageable degree (Lorion, 1974). In another theory, Maslow’s (1943) hierarchy of needs 
presents human motivation as a five-level model and posits that individuals (or families) are 
motivated to meet certain needs, with some needs taking priority over others. At the base of the 
pyramid is a human’s physiological need, while the next level up is safety, followed then by 
love/belonging, esteem, and finally, self-actualization. It is possible then that families who attend 
PCIT for only a few sessions find enough change in child behavior to cause the need for 
intervention to be surpassed by a multitude of more pressing crises and concerns (at the safety or 
physiological level of Maslow’s pyramid). Love and belonging within a family may not be an 
immediately reasonable short-term goal if a parent is struggling with sickness or a child is acting 
aggressively and refusing to attend treatment. Unfortunately, these competing stressors may 
continue to prevent families from dedicating adequate resources to attend parent training such as 
PCIT unless they can either be addressed or additional motivators can help families overcome 
them.     
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Rate of Homework Completion 
Research in PCIT has found that rates of homework completion predict changes in 
positive parenting skills, parental stress levels, parental satisfaction with treatment, and child 
behavior problems (Danko et al., 2016; Ros, Hernandez, Graziano, & Bagner, 2016). Higher 
rates of homework completion in PCIT also predict the number of sessions to parental skill 
mastery and graduation from treatment (Stokes et al., 2016). Studies exploring homework 
completion rates in PCIT have shown large variations between families ranging from 0% to 86% 
(Berkovits et al., 2010; Danko et al., 2016; Lyon & Budd, 2010), with families dropping out of 
treatment having lower completion rates (0 – 1 days, Danko et al., 2016; 47.4%, Lyon & Budd) 
than families who completed treatment (2 – 6 days, Danko et al., 2016; 62.7%, Lyon & Budd, 
2010). While incentives were implemented in the current study to increase homework 
completion rates and improve both caregiver and child outcomes, families only completed paper 
homework for 1 – 2 days per week on average, while audio was completed less frequently at 
approximately 1 day per week across both groups. Outcomes for reported days of paper 
homework completion for the present sample add to the continued variability in rates of 
homework completion across PCIT studies (Berkovits et al., 2010; Danko et al., 2016; Lyon & 
Budd, 2010; Ros et al., 2016). On the other hand, audio recordings have not been studied 
previously in PCIT research. For the present study, audio recordings were added as reliability 
checks for families claiming to have completed homework. While it was easier for clinicians to 
determine if clients had actually completed their homework by reviewing the audio recordings, 
audio recordings posed another barrier to treatment adherence (e.g., having a recording device 
available, remembering to turn on the recording device, having adequate space or battery life on 
the recording device). Anecdotal reports from the Riverside staff indicated families completing 
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audio homework met mastery criteria at faster rates; however, sample sizes for audio completion 
were too low to conduct meaningful analyses. In addition, the added requirement of completing 
audio recordings may not be worthwhile as homework completion rates in the present study were 
already low. Even with the barriers for implementing audio recordings, further explorations of 
audio effectiveness in attaining therapeutic skill mastery may be of value.  
The low rate of homework completion in PCIT is problematic for a number of reasons. 
First, families are not adhering to the recommended dose of PCIT, and therefore outcomes are 
not representative of the treatment’s true power. Families who terminate from treatment with the 
belief that PCIT is ineffective are not technically receiving PCIT as it was intended. Second, 
families who display higher rates of homework completion obtain improvements on parental and 
child outcomes more quickly than families who do not complete homework (Stokes et al., 2016). 
It is possible that families may see greater improvements through treatment attendance and be 
less likely to terminate if homework was completed at a higher rate. While increased homework 
practice has been a topic of conversation in psychological treatment for a number of years (see 
Kazantzis, Deane, & Ronan, 2000, for a review), still no definitive answer to improve 
completion rates has yet been determined (Malouff & Schutte, 2004). 
It is important to consider the reasons behind consistently low rates of homework 
adherence and what this means for PCIT effectiveness in community settings. Providing 
incentives was proposed as a possible solution to the challenges of low family engagement and 
poor adherence to homework – assuming these problems stemmed from a lack of motivation. It 
is quite possible that baseline motivation for families seeking parent training is high, but that 
barriers complicate the families’ ability to attend treatment over time. The incentives delivered in 
this study did not show any evidence of combatting problems with adherence and engagement in 
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PCIT. As such, this study suggests that researchers and clinicians should partner together in 
future investigations to better understand the function of poor adherence with PCIT in hopes of 
identifying novel ways to motivate low-resource families to attend sessions regularly, complete 
homework assignments, and work through the entire course of treatment.  
Cost Analysis 
A cost analysis in the present project was run to justify the use of low cost incentives if 
the prizes that were given had generated greater attendance and general adherence to treatment. 
Findings from this calculation could have been used to justify the use of incentives as a public 
policy initiative to reduce lost revenue for mental health agencies, increase long-term outcomes 
for families, and also reduce future costs for both private and government-based insurance (as 
reduced behavior problems may lead to less involvement with mental health services over time; 
see Barrett et al., 2008, for a review; Honberg et al., 2011; Hood & Eyberg, 2003). 
Hypothetically, if families were able to adhere to timely attendance and homework completion 
for every session and were able to attain skill mastery criteria (CDI, PDI) to graduate treatment, 
families may have cost the Riverside agency anywhere from $175.50 to $279.50 in prizes 
($6.50/prize across 12 to 20 sessions; Lanier et al., 2011; Zisser & Eyberg, 2010). These families 
would, in turn, make the Riverside agency between $2,905.20 and $4,842.00 (see Results section 
for cost gained calculation) for coming to sessions, therefore easily justifying the cost of 
incentives. The low cost of incentives for the present study was used to increase generalizability 
and dissemination capabilities across agencies in the United States. Although it is possible that 
more expensive prizes or the use of large monetary incentives may have greater impacts on 
sustaining families in treatment, limited access to resources and restrictive policies regulating 
agency spending make this solution both improbable and cost ineffective in community-based 
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mental health settings (Dumas et al., 2010; Gross & Fogg, 2004). Given the null findings from 
the present study paired with the logistic infeasibility for most agencies, the use of expensive 
incentives is an unlikely solution to remedy the continued attrition concern. 
Barriers to Treatment/Predictors of Family Success 
Researchers have explored a number of factors that contribute to early termination for 
families in mental health services including variables related to the treatment, therapists, 
children, and families/parents as well as participation barriers (de Haan et al. 2013). 
Unfortunately, many of the variables that are explored related to early treatment dropout are 
stagnant (e.g., socioeconomic status, ethnicity, child gender, age of mother; de Haan et al., 2013; 
Fernandez & Eyberg, 2009). While identifying these factors can cue researchers or clinicians in 
to which families may be more likely to discontinue treatment, they do not allow mental health 
professionals to actively address these barriers in a meaningful or impactful way. Exploratory 
analyses were conducted in the present study incorporating some of the most common factors 
shown to predict attrition. While some of these exploratory variables were related to stagnant 
child or family characteristics, this discussion is used to understand why these factors may limit 
treatment attendance. However, creating innovative solutions to overcome barriers that can be 
altered is a greater focus of this section.  
Exploratory analyses in this study examined the impact of caregiver characteristics (e.g., 
age, income, ethnicity, mental health history), child characteristics (e.g., severity of internalizing 
and externalizing behaviors), and treatment components and participation barriers that impacted 
family involvement in PCIT. Analyses found that families of children with more internalizing 
problems were more likely to terminate from treatment. Although externalizing behaviors are 
more commonly explored in child populations, greater child internalizing problems have been 
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found to significantly predict dropout in outpatient mental health care settings (for a review, see 
de Haan et al., 2013). However, outcomes related to child internalizing symptomatology are 
mixed, as some studies have reported higher rates of treatment attendance over time for those 
with greater internalizing symptoms (Baruch, Vrouva, & Fearon, 2009; Johnson, Mellor, & 
Brann, 2008). One explanation from the literature points to maternal depression (or internal 
symptomatology) predicting over-reporting of child behavioral concerns (both internalizing and 
externalizing symptoms) as well as greater termination from treatment (Abrahamse, Niec, 
Junger, Boer, & Lindauer, 2016; Fernandez & Eyberg, 2005; Gartstein, Bridgett, Dishion, & 
Kaufman, 2009). It is possible that caregivers in the current sample with depression (17.9%; n = 
15) or with any psychopathology (31.0%; n = 26) were over-reporting the level of distress the 
child was experiencing when completing the parent-report measures and subsequently terminated 
from treatment.  
A second explanation for these variations in the literature may be due to the age of youth 
experiencing internalizing symptoms. Internalizing and externalizing disorders often co-occur 
and may lead to greater problem behaviors in young children in general (Caron & Rutter, 1991; 
Keiley, Lofthouse, Bates, Dodge, & Pettit, 2003). Moreover, younger children who experience 
more behavior problems have been found to terminate from treatment earlier than children with 
less problem behaviors (Abrahamse et al., 2016). It is possible that younger children express 
their internalizing symptoms in different ways than older children (Tandon, Cardeli, & Luby, 
2009), such that they act out more aggressively and make it more difficult for parents to get them 
to treatment sessions than older children. Third, the present study found caregivers who dropped 
out of treatment before reaching CDI mastery stated that their child developed new or different 
problems since starting treatment. Internalizing symptoms can often present as somatic issues 
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with young children (American Psychiatric Association, 2013; Tandon et al., 2009), and it is 
possible that these issues arose during the initial sessions of PCIT that limited the families’ 
capability to return over time.  
Fourth, culture may have greatly contributed to internalizing symptoms impacting 
treatment attendance. Specifically, other studies have suggested additional factors such as 
cultural influences, acculturation, and familism play a more significant role in why Mexican-
American families with high levels of internalizing symptoms drop out of treatment early 
(Mauricio, Tein, Gonzáles, Millsap, & Dumka, 2016). Mauricio and colleagues (2016) found that 
Hispanic families with high levels of internalizing symptomatology that dropped out of treatment 
were less acculturated and had weaker familism values compared to families with high 
internalizing but who attended treatment. Moreover, the PCIT adaptation for Hispanic families 
(Guiando a Niños Activos) has found significantly greater improvements in child internalizing 
symptomatology than standard PCIT delivery (McCabe, Yeh, Lau, & Argote, 2012). This 
outcome may point to a greater need in Hispanic families to address internalizing symptoms that 
is not addressed in standard PCIT protocol. In the present study, it is possible that cultural 
influences (i.e., acculturation, familism) may have played a mediating role in impacting 
treatment termination for children with high internalization symptoms.  
Lastly, due to ceiling effects, high rates of externalizing symptomology across children in 
the present study may have accounted for a lack of termination outcomes related to externalizing 
symptoms. Since most families were referred to treatment due to the child’s clinically significant 
levels of externalizing behavior problems, differences between children may not have been large 
enough to detect any effects related to termination status. These individual factors, or the 
combined influence of these factors, may have contributed to families of children with high 
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internalizing symptoms terminating from treatment early. Analyses found that families of mixed 
ethnicity were also more likely to drop out of treatment compared to Hispanic families. Further 
information on the specific ethnicities may help explain this finding, but this information was not 
collected. In addition, this finding should be interpreted with extreme caution due to the small 
sample size of the “mixed ethnicity” families. Specifically, only six total families out of 84 
(7.1%) categorized themselves as “mixed,” therefore limiting the outcome’s implications. 
 Further exploratory analyses were conducted related to participants’ feelings toward 
therapy and their perceived barriers for coming to treatment. Generally, at CDI Coach 3 families 
reported concerns with children having new or different behavior problems since starting 
treatment, low rates of child compliance, and high rates of family stress being significant 
problems in their lives. While individual questions from the Barriers to Treatment Participation 
Scale have not been looked at across previous evaluations of this measure, these outcomes did 
reflect general trends from previous attrition literature (Attride-Stirling, Davis, Farrell, Groark, & 
Day, 2004; Barrett et al., 2008; Kazdin, Holland, & Crowley, 1997; McCabe, 2002). 
Specifically, treatment terminators have been shown to have multiple personal or child 
difficulties, high levels of stress, and waited to initiate treatment until child problems became 
unmanageable (Attride-Stirling et al., 2004; Barrett et al., 2008; Kazdin, Holland, & Crowley, 
1997; McCabe, 2002). Interestingly, families in the present study also reported on one of the 
BTPS items that child symptoms improved over only a few treatment sessions, therefore making 
PCIT no longer necessary. While adherence to full courses of PCIT have been shown to be 
highly effective, it is possible that a portion of families terminate treatment due to viewing 
improvements in their child and overcoming the present behavioral crisis (Lieneman, Olson, 
Quetsch, Theodorou, & McNeil, in preparation; Lorion, 1974).  
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 Preliminary analyses also pointed to families who terminated treatment early having 
difficulties with child session refusal, new child behavioral problems, and partner disagreement 
with coming to treatment. While these concerns reflect findings from families regardless of 
attrition status (as discussed above), each of these items may have uniquely contributed to each 
family’s decision to discontinue treatment. First, child session refusal has been previously shown 
to be a challenge in attending family therapy courses in child mental health services (McKay et 
al., 2002). Since the sampled participants were families of children with externalizing behavior 
problems, it can be assumed that many children had difficulties with defiance or aggression. If 
children do not see a therapy session as fun or rewarding, they may actively oppose their parents’ 
pleas to travel and engage in a long session therefore making it difficult for parents to overcome 
this barrier to attend treatment regularly.  
Second, new or different child behavior problems were seen as significantly impacting 
treatment attendance. The author could not find relevant literature emulating this finding. 
However, research has indicated that parental perceptions of child mental health problems have 
been strongly correlated with attrition over time in that either the parent believes the child’s 
behaviors are extreme, unmanageable, or will not improve with treatment (McCabe et al., 2005; 
Owens et al., 2002). In addition, mental health problems are often viewed negatively (as 
weaknesses) in Hispanic culture as they may not be well understood (Alvidrez, 1999; González, 
1997). It is also possible that children developed new concerns once they began treatment, and 
the externalizing behaviors were no longer the most significant concern or family priority. In this 
case, treatment for defiance may not have seemed like an effective solution for treatment.  
Third, the push-back from other family members who may not agree with PCIT should 
be emphasized. McCabe (2002) addresses the importance of including immediate and extended 
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family members for Hispanic clients seeking mental health services in order to combat negative 
stereotypes, create a support network, and increase the likelihood that the family remains in 
treatment. For those families within the current study who terminated later in treatment, issues 
with parental health were found to be a significant concern. Particular cases such as the mother 
having baby or undergoing major surgery may explain some of these findings. Mothers in this 
study were approximately 35 years old and may have been expanding their families. Working 
with parents with young children who want to improve their child’s behavior before introducing 
a new child into the family may be a common concern that clinicians should consider when 
delivering PCIT. Additional barriers may also play a role in families’ abilities to attend 
treatment. While issues with transportation, busy schedules, and numerous stressors have been 
previously reported as significant barriers to attending PCIT sessions (Fernandez & Eyberg, 
2009), these were not rated as highly limiting by the present sample. The families in the current 
study may not have experienced issues with barriers such as those found previously (Fernandez 
& Eyberg, 2009), may not have viewed them as significantly impacting their ability to come to 
treatment, or may have underreported the impact these factors had on contributing to treatment 
attendance. 
Interestingly though, when comparing total barrier scores to a standardized sample of 
families of children in outpatient treatment, the current sample of families (across ethnicities) 
reported significantly fewer barriers (Kazdin, Holland, Crowley, & Breton, 1997) even though 
they were comparable across a number of other factors including proportion of dropouts (Present 
study: 59.5%: Kazdin study: 61.5%) and average rate of no-shows per week (Present study: .13; 
Kazdin study: .15). Kazdin and colleagues reported more canceled sessions per week than the 
present sample (.46 and .23, respectively), however. This finding shows that although the current 
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sample reported fewer barriers, they still terminated treatment at the same rate as families 
reporting higher levels of barriers in similar outpatient settings. Importantly, the number of 
barriers families reported in both samples was high. One possibility for this finding is that 
barriers to treatment participation play a significant role in early treatment dropout to an extent, 
but additional barriers past a given level no longer have a compounded impact. Moreover, these 
high rates of barriers commonly seen in outpatient child mental health services (Kazdin, Holland, 
Crowley, & Breton, 1997) may not be overcome with the use of low cost prizes.  
Recognizing the complex barriers for families to attend treatment is the first step in 
addressing treatment attrition, especially given the sample’s Hispanic culture, low 
socioeconomic status, and potentially limited access to resources. Agencies should consider how 
to work with more than just the primary caregiver to prevent resistance from the caregiver’s 
support system, engage children in the therapy (rather than just working with the parent) to 
reduce child refusal to come to treatment, constantly communicate with families to check in on 
child behaviors to help reconceptualize the goals of treatment over time based on the child’s 
needs, and potentially condense treatment to provide key parent training skills within a limited 
window for pregnant caregivers. Even with the information gained in this study, researchers 
should continue to explore variables that impact families’ abilities to come to treatment. More 
importantly, alternatives to standard outpatient treatment delivery should be generated to combat 
the severe issue of barriers preventing families from attending and completing PCIT. 
Limitations 
 As this study is the first to implement incentives in PCIT, the research involves some 
exploration and piloting of a large number of initial research questions. Unfortunately, to address 
the study’s aims using stronger analyses such as MANOVAs, mediations, or moderations, a 
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larger number of participants would have been required to have adequate power and effect sizes. 
Due to the unique nature of this study and the collaboration with a community mental health 
agency, the final sample for this study was large relative to other studies conducted with PCIT 
but not adequate to conduct more powerful analyses. The researcher is aware that all findings 
must be interpreted with caution due to the number of questions utilized to assess outcomes and 
feasibility. While multiple analyses are often subject to Type I error, the present study had issues 
with low power due to high rates of attrition. This prevented the conducted analyses from having 
the appropriate sample size to determine outcomes. In this case, Type II error may have played a 
more significant role (with power as low as .35 in some cases).  
 Another limitation to the present study was the sample size difference between incentive 
and nonincentive groups. The current study’s procedure included the restricted random 
assignment of families through a computer-generated assignment program. Families were given 
a number randomly generated once they contacted the community mental health agency. Odd 
numbers from the computer were assigned to the PCIT plus incentives group, while even 
numbers were indicative of the PCIT as usual group. A supervisor double checked the group 
each family was assigned based on the community identification number before treatment started 
(i.e., during the first assessment). A new participant number was then assigned to the family for 
the purposes of the study. The community identification number was not included in data 
collection. Unfortunately, even though the lead researcher implemented thorough evaluations of 
the enrollment protocol and randomization checks within the agency over the course of the 
study, the groups still varied in size. Also, since the researchers were not directly involved in the 
assignment of families to groups and de-identified data was sent to remove any identifiers from 
study participants, agency self-report of accurate assignment may have been violated without the 
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researcher’s knowledge. In addition, the socioeconomic status (although not significant) was 
largely varied between the two groups with the nonincentive group having a higher income (M = 
22,514; SD = 21,992) than the incentive group (M = 33,562; SD = 25,720). Given the low 
income level for the entire sample, a $10,000 difference in income is substantial when comparing 
between the two groups. Outcomes in the present study are limited as the randomization of the 
sample may have been compromised. In turn, the difference in sizes between groups may have 
altered the accurate representation of the sampled population, yielded different outcomes on 
measured variables, and changed the mean comparisons on present analyses. Lastly, although the 
internal consistency of the items for the total Therapy Attitude Inventory and Barriers to 
Treatment Participation Scale were adequate and did not differ between the Hispanic and non-
Hispanic participants, a measurement limitation occurred in this study because the Barriers to 
Treatment Participation subscales demonstrated low Cronbach’s alpha scores suggesting poor 
scale reliability.  
 Finally, due to the nature of conducting research in a community-based mental health 
setting, concerns related to fidelity must be considered. Although the researcher was not present 
during each clinical session conducted, she did have an on-site supervisor to manage study 
adherence to both the study protocol and PCIT protocol. In addition, she led weekly phone 
consultation meetings to answer study questions and address concerns raised while reviewing 
any collected data. Lastly, each Session Record Form included checks for fidelity to the model 
(e.g., providing incentives) that was monitored by both the on-site supervisor and checked by the 
lead researcher. Although these checks provide a safeguard against contamination or integrity 
issues in the treatment delivery, the possibility remains that therapists may have veered from 
study procedures when working in the community with individual families.   
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Clinical Implications and Future Research 
Overall, positive outcomes were found for changes in internalizing and externalizing 
child behavior problems as well as parental stress across the sampled families. While consistent 
with the larger literature on PCIT (Chase & Eyberg, 2008), these findings are unique as this is 
one of the few PCIT studies conducted with a largely Hispanic population (McCabe, 2002; 
McCabe et al., 2005), and one of the only RCTs with this population as well (McCabe & Yeh, 
2009; McCabe et al., 2012). Since much of PCIT was delivered in Spanish, this study lends 
support for the effectiveness of PCIT delivered in this way. As a whole, this study indicates that 
PCIT shows great promise for Hispanic families.   
Providing larger incentives may be a possible next step to increase family adherence to 
PCIT treatment components, yet the literal costs may outweigh the benefits. The current project 
was conducted with the goal of making a feasible, low cost option for therapists and 
administrators looking to reduce attrition within their agencies. While large research-funded 
projects may be able to address the question “how much is enough,” this may not provide long-
term solutions for realistic sustainability efforts. Alternative approaches such as monetary 
incentives, gift cards, tokens for a within-clinic store, or a family’s ability to select their prizes 
might yield different results; however, no benefits were found based on the present study’s 
evaluations. Future studies could explore the alternative options for incentive-based prizes in 
addition to larger prizes.  
 As incentives were not successful in this study, future research should explore other 
means for addressing the problematic rates of attrition in PCIT and child mental health services. 
Some cutting-edge solutions have been tested to tackle barriers to treatment participation and 
issues with treatment maintenance. Specifically, Chaffin and colleagues (2009) found that using 
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motivational interviewing techniques prior to starting PCIT for families referred to child welfare 
for neglect could improve retention rates. However, this finding was only significant for families 
who started with low to moderate motivation. When implemented with highly motivated parents, 
motivational interviewing yielded detrimental outcomes. Used selectively, motivational 
interviewing may greatly impact family retention in PCIT for families with low motivation 
levels. More recently, PCIT researchers in Australia incorporated motivational interviewing and 
enhancement techniques prior to starting standard treatment protocol (Webb, Thomas, 
McGregor, Avdagic, & Zimmer-Gembeck, 2017). Although Webb and colleagues witnessed a 
change in parental motivation for those families receiving the motivational enhancement 
sessions, no differences were found between standard PCIT and motivationally-enhanced PCIT 
when comparing retention rates over time. Given the paucity of studies including motivational 
components, continued advancements in the arena of motivational enhancements should be 
pursued.  
 Another innovation to the delivery of PCIT is the implementation of treatment in client 
homes. While the literature has stated for a long time that transportation to outpatient clinics for 
treatment is a barrier to session attendance (Kolko, Parrish, & Wilson, 1985), researchers are just 
recently starting to move in the direction of home-based services (see Masse, Quetsch, & 
McNeil, in press, for an overview). While some projects have found insufficient results to justify 
the added agency burden of providing in-home therapy (Lanier et al., 2011; Timmer, Zebell, 
Culver, & Urquiza, 2010), other studies are yielding successful outcomes. For example, families 
in Fowles and colleagues’ study (2017) who received home-based services were two times more 
likely to complete treatment than families attending PCIT in clinic-based settings. In addition, 
families have stated high rates of satisfaction for this delivery method (Galanter et al., 2012). 
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Continued research should explore factors contributing to successful implementation of PCIT 
within the home.  
 On top of home-based treatment, innovations in technology are also advancing treatment 
delivery options in child mental health research. Comer and colleagues recently evaluated home-
based Internet-delivered Parent-Child Interaction Therapy (I-PCIT) in a randomized trial (Comer 
et al., 2015; Fleming, Kimonis, Datyner, & Comer, 2017). The researchers studied video-
teleconferencing to deliver PCIT with a clinic-based live therapist to a client in the home. 
Posttreatment evaluations indicated significantly more families in I-PCIT had excellent ratings of 
treatment response and fewer parent-reported barriers to treatment participation than families 
receiving clinic-based PCIT (Comer et al., 2015). In a case study done with I-PCIT, the child had 
significant improvements in disruptive behavior that maintained at follow-up (Fleming et al., 
2017). While preliminary, utilizing technology in treatment delivery points to a promising future 
that addresses concerns often found in parent training delivery. 
 An additional delivery option for PCIT is the implementation of an intensive PCIT 
course. Proposed by Graziano and colleagues (2015), intensive PCIT consisted of 90 minute 
appointments taking place over the course of two weeks. The 10 sessions were broken into 1 
CDI Teach, followed by 4 CDI coaches, 1 PDI Teach, and finally 4 PDI coaches. In this version 
of PCIT, CDI and PDI mastery were not required for the completion of treatment. Results 
indicated high levels of attendance, satisfaction, positive change in child externalizing behaviors, 
improvements in parenting skills, and reductions in parental stress (Graziano et al., 2015). In 
fact, effect sizes in the intensive PCIT were larger than those reported by standard PCIT for child 
compliance, parent-report of child externalizing behaviors, maintenance of family gains, and 
parental skill acquisition. By creating a shortened version of the highly effective treatment, 
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therapists may be able to overcome reported barriers such as parental sickness (e.g., parental 
pregnancy), child session refusal that could occur over longer treatment periods, or the 
possibility of new child behavior problems arising in this time. Implementing a condensed 
version of PCIT may be a more viable option for families as they struggle to continue to come to 
treatment over time. 
Lastly, dissemination and implementation science has recognized the importance of 
evaluating how agency-level and therapist-level barriers may influence family perceptions of 
treatment and engagement over time. For example, time on waiting lists, poor therapeutic 
alliance, and poor therapeutic relationship have all been found as factors significantly affecting 
treatment attrition (de Haan et al., 2013; Robbins et al., 2006; Russell, Lang, & Brett, 1987). The 
delivery of short, intensive treatments that address family barriers to treatment (e.g., 
transportation, family member resistance) in early clinic sessions have shown valuable changes 
in early treatment engagement as well (Ingoldsby, 2010). While incentives in the present study 
were not found to be effective on measured variables, understanding the complexities of family 
barriers and continuing to approach solutions to attrition in mental health care may lead to better 
delivery methods and outcomes for families in the future. 
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Table 1 
 
Therapist Demographics 
 
Demographic M (SD) n (%) 
Sex   
     Female  9 (100%) 
Age (years) 36.67 (7.62)  
Ethnicity   
     Hispanic  5 (55.6%) 
     Caucasian  2 (22.2%) 
     Mixed  2 (22.2%) 
Primary Language   
     Spanish  1 (11.1%) 
     English  8 (88.9%) 
Secondary Language   
     Spanish  4 (44.4%) 
     English  1 (11.1%) 
     None  4 (44.4%) 
Education   
     Master’s degree  6 (66.7%) 
     Doctorate  1 (11.1%) 
     Unspecified graduate school  2 (22.2%) 
Years in Clinical Work 8.33 (5.68)  
Years Conducting PCIT 4.89 (3.95)  
Number of PCIT Cases Total 99.89 (93.13)  
Number PCIT Graduated Cases 44.00 (39.42)  
Notes. N = 9; PCIT = Parent-Child Interaction Therapy. 
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Table 2a 
Between-group Differences on Continuous Family Demographic Variables 
 Group
 
   
Demographic Incentive
 
Nonincentive
 
   
 n M (SD) n M (SD) t p Cohen’s d 
Caregiver        
     Age (years) 49 35.84 (7.97) 30 34.37 (8.61) .77 .44 .18 
     Income 42 22,514 (21,992) 29 33,562 (25,720) -1.50 .14 .37 
Child         
     Age (years) 50 3.76 (1.20) 34 3.74 (.90) .11 .92 .02 
 
Table 2b 
Between-group Differences on Categorical Family Demographic Variables: Caregiver Role 
 Group 
 
Role 
Incentive 
n (%) 
Nonincentive 
n (%) 
Mother 42 (84.0%) 26 (76.5%) 
Father 2 (4.0%) 1 (2.9%) 
Maternal Grandparent 1 (2.0%) 1 (2.9%) 
Paternal Grandparent 1 (2.0%) 1 (2.9%) 
Step Parent 2 (4.0%) 0 (0.0%) 
Adoptive/Foster Parent 2 (4.0%)  5 (14.7%) 
Total 50 (100.0%) 34 (100.0%) 
Notes. 2(5) = 4.50, p = .48, ϕ = .23 (small). Number in parentheses indicates column 
percentages.  
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Table 2c 
Between-group Differences on Categorical Family Demographic Variables: Caregiver Sex 
 Group 
 
Sex 
Incentive 
n (%) 
Nonincentive
 
n (%) 
Female 47 (94.0%) 33 (97.1%) 
Male 3 (6.0%) 1 (2.9%) 
Total 50 (100.0%) 34 (100.0%) 
Notes. 2(1) = .42, p = .52, ϕ = .07 (none/small). Number in parentheses indicates column 
percentages. 
 
Table 2d 
Between-group Differences on Categorical Family Demographic Variables: Caregiver Ethnicity 
 Group 
 
Ethnicity 
Incentive
 
n (%) 
Nonincentive
 
n (%) 
Hispanic 33 (66.0%) 20 (58.8%) 
African American 2 (4.0%) 1 (2.9%) 
Caucasian 11 (22.0%) 11 (32.4%) 
Mixed 4 (8.0%) 2 (5.9%) 
Total 50 (100.0%) 34 (100.0%) 
Notes. 2(3) = 1.18, p = .76, ϕ = .12 (small). Number in parentheses indicates column 
percentages. 
 
  
PCIT WITH AND WITHOUT INCENTIVES             107 
Table 2e 
Between-group Differences on Categorical Family Demographic Variables: Caregiver Mental 
Health History 
 Group 
 
Mental Health History 
Incentive
 
n (%) 
Nonincentive
 
n (%) 
Yes 13 (26.0%) 13 (38.2%) 
No 37 (74.0%) 21 (61.8%) 
Total 50 (100.0%) 34 (100.0%) 
Notes. 2(1) = 1.42, p = .23, ϕ = .13 (small). Number in parentheses indicates column 
percentages. 
 
Table 2f 
Between-group Differences on Categorical Family Demographic Variables: Child Sex 
 Group 
 
Sex 
Incentive
 
n (%) 
Nonincentive
 
n (%) 
Female 20 (40.0%) 8 (23.5%) 
Male 30 (60.0%) 26 (76.5%) 
Total 50 (100.0%) 34 (100.0%) 
Notes. 2(1) = 2.47, p = .12, ϕ = .17 (small). Number in parentheses indicates column 
percentages.  
PCIT WITH AND WITHOUT INCENTIVES             108 
Table 2g 
Between-group Differences on Categorical Family Demographic Variables: Child Ethnicity 
 Group 
 
Ethnicity 
Incentive
 
n (%) 
Nonincentive
 
n (%) 
Hispanic 33 (67.3%) 18 (52.9%) 
African American 2 (4.1%) 1 (2.9%) 
Caucasian 6 (12.2%) 4 (11.8%) 
Mixed 8 (16.3%) 11 (32.4%) 
Total 50 (100.0%) 34 (100.0%) 
Notes. 2(3) = 3.01, p = .39, ϕ = .19 (small). Number in parentheses indicates column 
percentages. 
 
Table 2h 
Between-group Differences on Categorical Family Demographic Variables: Child Mental 
Health History 
 Group 
 
Mental Health History 
Incentive 
n (%) 
Nonincentive
 
n (%) 
Yes 19 (38.0%) 11 (32.4%) 
No 31 (62.0%) 23 (67.6%) 
Total 50 (100.0%) 34 (100.0%) 
Notes. 2(1) = .28, p = .60, ϕ = .06 (none/small). Number in parentheses indicates column 
percentages. 
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Table 3 
Between-group Differences in Number of Sessions and Length of Time to CDI Mastery 
 
Length of Time to 
CDI Mastery 
Group
 
   
Incentive
a 
Nonincentive
b 
   
 M (SD) M (SD) t p Cohen’s d 
Number of sessions 6.44 (3.04) 6.23 (2.86) .23 .82 .07 
Length (weeks) 13.10 (7.51) 13.87 (6.98) -.35 .73 .11 
Notes. n
a
 = 25, n
b
 = 21. CDI = Child-Directed Interaction. 
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Table 4 
Between-group Differences in Family Termination Prior to CDI Mastery 
 Group 
 
Termination Before CDI Mastery 
Incentive 
n (%) 
Nonincentive 
n (%) 
Yes 26 (52.0%) 13 (38.2%) 
No 24 (48.0%) 21 (61.8%) 
Total 50 (100.0%) 34 (100.0%) 
Notes. 2(1) = 1.54, p = .21, ϕ = .14 (small). CDI = Child-Directed Interaction. Number in 
parentheses indicates column percentages. 
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Table 5 
Between-group Differences in Treatment Adherence Components  
 Group
 
   
 Incentive
a 
Nonincentive
b 
   
 M (SD) M (SD) t p Cohen’s d 
Percentage No-shows .11 (.15) .16 (.18) -1.79 .08 .41 
Percentage Cancels .25 (.18) .21 (.15) 1.01 .31 .19 
Percentage Late Sessions .04 (.06) .06 (.14) -1.31 .20 .18 
Homework      
     Paper 1.69 (1.67) 2.01 (1.91) -.69 .49 .15 
     Audio 1.15 (1.37) 1.14 (1.52) -.02 .99 .00 
Notes. n
a
 = 50, n
b
 = 34.  
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Table 6 
Between-group Differences in Family Attainment of CDI Mastery 
 Group 
 
Reached CDI Mastery 
Incentive 
n (%) 
Nonincentive 
n (%) 
Yes 24 (48.0%) 21 (61.8%) 
No 26 (52.0%) 13 (38.2%) 
Total 50 (100.0%) 34 (100.0%) 
Notes. 2(1) = 1.54, p = .21, ϕ = .14 (small). CDI = Child-Directed Interaction. Number in 
parentheses indicates column percentages. 
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Table 7 
Between-group Differences in Family Attainment of PDI Mastery/Graduation 
 
Reached PDI  
Mastery/Graduation 
Group 
Incentive 
n (%) 
Nonincentive 
n (%) 
Yes 19 (38.0%) 15 (44.1%) 
No 31 (62.0%) 19 (55.9%) 
Total 50 (100%) 34 (100%) 
Notes. 2(1) = 1.31, p = .58, ϕ = .06 (none/small). PDI = Parent-Directed Interaction. Number in 
parentheses indicates column percentages. 
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Table 8a 
Between-group Mean Comparisons of Child Behavior Problems from First to Last Attended 
Session – T-Scores 
 
 Notes. n
a
 = 50, n
b
 = 33. F(1, 81) = .38, p = .54, η2 = 00. Outcomes are T-scores for the Eyberg 
Child Behavior Inventory, Intensity scale.  
 
Table 8b 
Between-group Mean Comparisons of Child Behavior Problems from First to Last Attended 
Session – Raw Scores 
 Group 
 
Time Point 
Incentive
a 
Nonincentive
b 
M (SD) M (SD) 
First session 155.16 (32.09) 158.03 (32.27) 
Last session 122.98 (42.93) 120.33 (48.13) 
Notes. n
a
 = 50, n
b
 = 33. Outcomes are raw scores for the Eyberg Child Behavior Inventory, 
Intensity scale. 
 
 
  
 Group 
 
Time Point 
Incentive
a 
Nonincentive
b 
M (SD) M (SD) 
First session 66.64 (9.17) 67.48 (9.26) 
Last session 57.50 (12.20) 56.76 (13.73) 
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Table 9 
Between-group Mean Comparisons of Externalizing Child Behaviors throughout Treatment 
 Group 
 
Time Point 
Incentive
a 
Nonincentive
b 
M (SD) M (SD) 
Pre 29.00 (9.89) 25.36 (9.42) 
Mid 22.18 (11.17) 20.14 (9.40) 
Post 14.29 (10.26) 11.93 (5.99) 
Notes. n
a
 = 17, n
b
 = 14. F(2, 28) = 5.54, p = .90, η2 = .03. Outcomes are for the Child Behavior 
Checklist, Externalizing scale.  
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Table 10 
Between-group Mean Comparisons of Internalizing Child Behaviors throughout Treatment 
 Group 
 
Time Point 
Incentive
a 
Nonincentive
b 
M (SD) M (SD) 
Pre 18.06 (9.92) 14.57 (9.41) 
Mid 15.24 (12.62) 11.64 (10.71) 
Post 11.00 (11.59) 7.36 (5.23) 
Notes. n
a
 = 17, n
b
 = 14. F(2, 28) = .002, p = 1.00, η2 = .04. Outcomes are for the Child Behavior 
Checklist, Internalizing scale.  
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Table 11 
Between-group Mean Comparisons of Parenting Stress throughout Treatment 
 Group 
 
Time Point 
Incentive
a 
Nonincentive
b 
M (SD) M (SD) 
Pre 89.72 (18.67) 102.00 (22.40) 
Mid 81.67 (22.22) 89.87 (18.23) 
Post 68.06 (20.73) 69.27 (20.43) 
Notes. n
a
 = 17, n
b
 = 14. F(2, 28) = 1.09, p = .35, η2 = .04. Outcomes are for the Parenting Stress 
Index: Short Form, Total Stress scale.  
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Table 12 
Between-group Comparisons of Cost Analysis for the Community-Based Agency  
 Group
 
   
 Incentive
a 
Nonincentive
b 
   
 M (SD) M (SD) t p Cohen’s d 
Cost Analysis 1,489 (2,176) 1,623 (2,043) -.29 .78 .06 
Notes. n
a
 = 50, n
b
 = 34.  
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Table 13 
Binary Logistic Regression for Exploratory Variables Contributing to Treatment Termination 
Source n β SE Wald 2 p OR 95% CI OR 
Group Status        
     Incentive Group 41       
     Nonincentive Group 26 .93 .74 1.57 .21 2.53 [.59, 10.73] 
Caregiver Age 79 -.06 .05 1.56 .21 .94 [.86, 1.04] 
Family Income 74 -.38 .72 .28 .60 .68 [.17, 2.80] 
Caregiver Ethnicity        
     Hispanic 44   5.52 .14   
     African American 2 2.19 1.50 2.13 .15 8.93 [.47, 169.43] 
     Caucasian 16 2.05 2.20 .86 .35 7.73 [.10, 579.93] 
     Mixed 5 3.77 1.72 4.79 .03* 43.52 [1.48, 1276.26] 
Caregiver MH Hx        
     Previous MH Hx 21       
     No Previous MH Hx 46 .44 .76 .34 .56 1.55 [.35, 6.84] 
PSI:SF Total Stress 83 -.02 .02 1.88 .17 .98 [.95, 1.01] 
DPICS Positive 
Parenting Composite   
82 .02 .05 .11 .74 1.02 [.92, 1.12] 
DPICS Negative 
Parenting Composite 
82 -.02 .02 .65 .42 .98 [.94, 1.03] 
CBCL Internalizing 81 .15 .05 8.43 .00* 1.17 [1.05, 1.29] 
CBCL Externalizing 81 -.08 .06 1.84  .18 .93 [.83, 1.04] 
Notes. CBCL = Child Behavior Checklist; DPICS = Dyadic Parent-Child Interaction Coding 
System; MH Hx = Mental Health History; PSI:SF = Parenting Stress Index: Short Form. 
Incentive Group uses incentives as the reference group (vs. nonincentive families). Hispanic 
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families are the reference group in the Caregiver Ethnicity variable. Caregivers with a mental 
health history are the reference group compared to those without.   
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Table 14 
Between-group Differences for CDI Mastery Status of Barriers to Treatment Participation Scale 
Items at CDI Coach 3 
 CDI Status
 
   
 Terminated Prior to 
CDI Mastery
a 
 
Reached Mastery
b 
   
 M (SD) M (SD) t p Cohen’s d 
Q1 – Child session refusal 1.17 (.44) 1.00 (.00) 2.56 .01 -- 
Q28 – Child new problems 1.40 (.66) 1.06 (.24) 2.89 <.01 .69 
Q40 – Disagreement with 
partner about treatment 
1.26 (.73) 1.00 (.00) 2.65 .01 -- 
Notes. n
a
 = 17, n
b
 = 42. CDI = Child-Directed Interaction.  
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Table 15 
Between-group Differences for Graduation Status of Barriers to Treatment Participation Scale 
Items at Midtreatment 
 Graduation Status
 
   
 Terminated Prior to 
Graduation
a 
 
Graduated
b 
   
 M (SD) M (SD) t p Cohen’s d 
Q16 – Parental sickness 2.13 (.83) 1.27 (.45) -3.57 <.01 1.22 
Notes. n
a
 = 32, n
b
 = 8.  
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Table 16 
Ethnicity Differences on CDI Mastery Attainment 
 Ethnicity 
 
CDI Mastery 
Hispanic 
n (%) 
African American 
n (%) 
Caucasian 
n (%) 
Mixed 
n (%) 
Reached mastery 28 (52.8%) 2 (66.7%) 11 (50.0%) 4 (66.7%) 
Did not reach mastery 25 (47.2%) 1 (33.3%) 11 (50.0%) 2 (33.3%) 
Total 53 (100.0%) 3 (100.0%) 22 (100.0%) 6 (100.0%) 
Notes. χ(3) = 0.75, p = .86, ϕ = .09 (none/small). CDI = Child-Directed Interaction. Number in 
parentheses indicates column percentages. 
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Table 17 
Ethnicity Differences on PDI/Graduation Attainment 
 Ethnicity 
 
Graduation Status 
Hispanic 
n (%) 
African American 
n (%) 
Caucasian 
n (%) 
Mixed 
n (%) 
Graduated 22 (41.5%) 1 (33.3%) 7 (31.8%) 4 (66.7%) 
Did not graduate 31 (58.5%) 2 (66.7%) 15 (68.2%) 2 (33.3%) 
Total 53 (100.0%) 3 (100.0%) 22 (100.0%) 6 (100.0%) 
Notes. χ(3) = 2.48, p = .48, ϕ = .17 (small). PDI = Parent-Directed Interaction. Number in 
parentheses indicates column percentages. 
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Table 18a 
Ethnicity Mean Comparisons of Child Behavior Problems from First to Last Attended Session – 
T-Scores 
 
 Notes. n
a
 = 53, n
b
 = 30. F(1, 81) = .70, p = .56, η2 = .00. Outcomes are T-scores for the Eyberg 
Child Behavior Inventory, Intensity scale. Non-Hispanic = African American, Caucasian, mixed 
ethnicities.  
 
Table 18b 
Ethnicity Mean Comparisons of Child Behavior Problems from First to Last Attended Session – 
Raw Scores 
 Ethnicity 
 
Time Point 
Hispanic
a 
Non-Hispanic
b 
M (SD) M (SD) 
First session 154.60 (34.39) 159.30 (27.56) 
Last session 116.21 (43.18) 132.03 (46.55) 
Notes. n
a
 = 53, n
b
 = 30. Outcomes are raw scores for the Eyberg Child Behavior Inventory, 
Intensity scale. Non-Hispanic = African American, Caucasian, mixed ethnicities. 
 
  
 Ethnicity 
 
Time Point 
Hispanic
a 
Non-Hispanic
b 
M (SD) M (SD) 
First session 66.45 (9.83) 67.90 (7.93) 
Last session 55.55 (12.29) 60.13 (13.24) 
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Table 19 
Ethnicity Differences for Therapy Attitude Inventory and Barriers to Treatment Participation 
Scale Items at CDI Coach 3 
 Ethnicity
 
   
 Hispanic
a 
Non-Hispanic
b 
   
 M (SD) M (SD) t p Cohen’s d 
TAI      
Q8 – Treatment helped with other 
problems 
4.47 (.56) 3.95 (.72) 3.12 .03 .81 
BTPS      
Q1 – Child session refusal 1.19 (.46) 1.00 (.00) 2.58 .01 -- 
Q14 – Experienced lots of stress 2.19 (1.33) 2.95 (1.43) -2.08 .04 .55 
Q15 – Lost interest in coming to treatment 1.00 (.00) 1.18 (.39) -2.82 .04 -- 
Competing Activities/Life Stressors Scale 25.62 (5.46) 29.36 (7.28) -2.25 .03 .58 
Notes. n
a
 = 37, n
b
 = 22. BTPS = Barriers to Treatment Participation Scale; TAI = Therapy 
Attitude Inventory. Non-Hispanic = African American, Caucasian, mixed ethnicities.  
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Figure 1. Eyberg Child Behavior Inventory – Intensity scale T-scores from first to last session 
attended for incentive and nonincentive groups. 
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Figure 2. Child Behavior Checklist – Externalizing scale scores across treatment for incentive 
and nonincentive groups. 
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Figure 3. Child Behavior Checklist – Internalizing scale scores across treatment for incentive 
and nonincentive groups. 
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Figure 4. Parenting Stress Index: Short Form – Total Stress scale scores across treatment for 
incentive and nonincentive groups. 
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Figure 5. Eyberg Child Behavior Inventory – Intensity scale T-scores from first to last session 
attended for Hispanic and non-Hispanic families. Non-Hispanic = African American, 
Caucasian, mixed ethnicities. 
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Appendix A 
Family Demographic Form 
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Therapist Number______________ 
 
Family Demographic Form 
Family ID___________________ 
 
Caregiver (Primary) 
Relationship to child________________________ 
Sex:    M  /  F 
Age______________ 
Ethnicity__________________________________ 
Income (per year)_________________________ 
Mental Health History (Previous Diagnoses, Therapy Visits, etc.): 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Child 
Ethnicity__________________________________ 
Sex:    M  /  F 
Age______________ 
Mental Health History (Previous Diagnoses, Therapy Visits, etc.): 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
CBCL:  Pre: In______ Ex_____ Mid: In______ Ex_____ Post: In______ Ex_____ 
PSI:   Pre: Total___________  Mid: Total___________  Post: Total___________ 
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Appendix B 
Therapist Demographic Form 
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Therapist Number______________ 
 
Therapist Demographic Form 
Sex:    M  /  F 
Age______________ 
Ethnicity__________________________________ 
Primary Language:________________________  Secondary Language:______________________ 
Highest level of education attained: _______________________________________________________ 
Total number of years as a clinician: _____________________ 
 
PCIT Experience 
Initial Training-- 
Online Training:  Y  /  N  30 Hour Training:  Y  /  N 40 Hour Training:  Y  /  N 
2 Day Advanced Training:  Y  /  N 
 
Years Practicing PCIT______________________________ 
Number of PCIT cases started (at baseline)_____________________ 
Number of PCIT cases graduated (at baseline)__________________ 
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Appendix C 
Session Record Form 
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Therapist Number______________ 
 
Session Record Form 
Participant Number: ________________ 
Session Number: __________ 
Date: __________________ 
Date of Last Session Attended: _________________ 
 
Session Attendance (circle below)- 
Arrived:  On time  Late: ___________________minutes 
Cancel 
No-show 
 
Homework Completion (check for both recording and sheet completion) 
Video/Audio Recording- Days Completed: ______________________ 
Homework Sheet- Days Completed: ______________________ 
 
ECBI: Intensity_____________ Problem_________________ 
DPICS: (CDI Coded Interactions) 
Total Positive Composite (Labeled Praises + Behavioral Descriptions + Reflections)___________ 
Total Negative Composite (Negative Talk + Questions + Commands)______________________ 
 
Prize bags attained during session (mark):   
Timely Attendance________ 
>50% Homework Completion (recording) ________ 
Mastery: CDI________  PDI________   Graduation________ 
 
